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VII. Tue AFTeR-RESULTS oF ABDOMINAL OPERATIONS IN GENERAL. 


Tus section constitutes in some measure a summary of those 


preceding, but there are one or two points to consider that have not 
been touched upon. 


The total material available is as follows : — 


Cases 

1. Unilateral Cases. Deaths. traced. 

A. For Tumours ... ... 4 98 

B. For Inflammatory Disease 3 29 

C. For Extra-uterine Pregnancy ... 52 3 38 
2. Bilateral Salpingo-odphorectomy. 

D. For Tumours ... . 5 33 

E. For Inflammatory Disease ee 4 63 

F. For Extra-uterine Pregnancy ... 18 0 13 

G. For Uterine Fibroids ... ... ... 2 0 1 
3. Abdominal Hysterectomy. 

J. For Carcinoma _... ia 6 1 4 
4. Hysterectomy and Unilateral Balpinngo- 

odphorectomy. 

5. Total Extirpation. 

M. For Ovarian Tumours... ... ... 14 0 10 

N. For Fibroids __... ins 2 52 

O. For Inflammatory Disease + 18 

P. For Carcinoma of the Uterus ... 14 1 13 
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Cases. 


6. Conservative Operations for Fibroids. | Cases, Deaths. traced. 
Q. Abdominal Myomectomy ... ... 18 1 12 
R. Myomectomy and Ovariotomy ... 6 0 5 

7. Operations for Displacements. 
S. Hysteropexy and Myomectomy ... 27 1 283 
T. Hysteropexy... ...... 4 170 
U. Hysteropexy and Ovariotomy ... 62 0 55 


Total... 1,000 41 771 
Percentage of cases traced: 80. 


Where the above figures differ from those given at the beginning 
of these articles, it is because some of the cases were not correctly 
classified in the first instance. 

The questions that I propose to review briefly are : — 

. How is the general health after abdominal operations? 

. What is the duration of the period of invalidism ? 

. How is the memory affected ? 

. In what proportion of cases is further operation required ? 

. What are the prospects of subsequent pregnancy and labour? 
. In what proportion of cases is there trouble with the scar? 


our 


1. How is the General Health after Abdominal Operations ? 

Twenty-three patients died later; 10 from recurrence of malignant 
ovarian or uterine growths; 2 from intestinal obstruction; 1 of 
generalized miliary tuberculosis; these 13 may be said to have died 
of sequele of the operation; the remaining 10 were from independent 
causes—viz., 2 of pneumonia, 2 by suicide, 1 of carcinoma of the 
breast, 1 of carcinoma of the sigmoid, 1 of carcinoma of the rectum, 
1 of cholera, 1 of uremia, and 1 of pulmonary edema following an 
operation for hernia. 

Excluding these, and 18 patients who underwent operations, we 
have 728 records available. It may be noted that a number of other 
patients who underwent operations are included among these 728, 
and all the operation cases will be reviewed together under 
question 4. 


Summarizing the results of our previous investigations, we have 
the following table : 


DEF, 

R,U. M,N,O,P. K,L. Q,8,T. Total. 
Health very good 141 65°4 150 .93 70°0 143 764 527 
Moderate: better 41 187 26 137 35 263 26 140 128 175 
Poor: not better 16 75 9 47 5 37 12 G64 42 FS 
Tll-health lately 18 84 7 36 0 O00 6 32 31 43 


216 100°0 192 100°0 133 100°0 187 100°0 728 100°0 


| 

| 
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It is not necessary to go into details of these groups, as they 
have already been considered under their individual sections. It is 
sufficient to mention the conclusion, namely, that 90 per cent. of the 
cases had very good health, or at least were better than before the 
operation. 


2. What is the Duration of the Period of Invalidism after Abdominal 
Operations ? 

The question that interests us more particularly just now is the 
state of health during the first twelve months after operation; and I 
have investigated the particulars in all the cases in which the patient 
was seen during this period. For information as to the condition 
within the first four months I have had to rely mainly on my private 
notes, from which I have collected the following data. It is not 
necessary to give more than the patient’s age, the nature of the 
operation, and the state of health at the different periods recorded. 

For purposes of comparison, it will be convenient to divide the 
cases into three classes, according as the patients were quite well, 
semi-invalids or invalids. This arrangement cannot claim to be 
more than an approximation, as the three classes are not divided by 
hard and fast lines; but, speaking generally, I should include in the 
first class patients who feel well, walk, eat and sleep well, do not 
complain of weakness, and have little or no pain. I should group as 
semi-invalids those whose general health is good, but who still feel 
weak, are tired easily, complain of abdominal pain, or say that their 
nerves are not strong yet. Lastly, I should class as invalids those 
who do not feel well, cannot walk or get about, have no appetite, 
sleep badly, and have a good deal of pain. I shall classify in this 
way patients seen 1} to 2 months, 23 to 3 months and 3} to 4 months- 
after the operation. 


One and a half to two months. 
i. Well. 


Age 23: Removal of diseased appendages: feeling very well, walked 
yesterday from Fleet Street to Hyde Park Corner. 

36: Hysterectomy for fibroid: has felt well, can walk comfort- 
ably, and is getting stronger, some backache, has got 
stouter. 

36: Diseased appendages: feels well, can get about well, no 
pain except in the left side at times. 

ti. Semi-invalids. 

Age 26: Hysteropexy and ovariotomy: can already walk, has had 
some backache and pains generally, but is much better on 
the whole. 

25: Double ovariotomy: can walk well and feels well, some 

pain in left side. 


q 

q 
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32: 


34: 
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: Ovariotomy: has been very well, except for pain in the 


right side, can walk well, appetite fairly good. 
Hysteropexy: has been very well, occasional sharp pain at 
the side of the scar; giddy last few days, appetite not very 
good. 


: Hysteropexy: can walk and get about well, but feels rather 


weak and has backache on exertion; otherwise feeling well, 
resumed work (nursing) 5 days ago. 


: Hysterectomy for fibroids: feels much stronger, but is still 


rather readily tired; no pain, can hold water longer. 


: Diseased appendages: has been feeling well, cannot yet 


walk about much, some pain in the vagina and left side. 


: Diseased appendages: still feels rather weak, with lumbar 


backache; has returned to work. 


: Diseased appendages: feels better than she has ever done, 


except for a little weakness. 
Hysterectomy for fibroids: has not much energy yet, and 
gets tired easily, eats and sleeps well. 


aw. Invalids. 


Age 47: 
35: 


49: 


38: 


Hysterectomy for fibroid: cannot walk yet, appetite good. 
Diseased appendages: discomfort and feeling of weakness 
in abdomen. 

Hysterectomy for fibroid: beginning to feel stronger, still 
short of breath, and cannot manage stairs. 

Ovariotomy: still feels rather weak, appetite very good, 
pain in abdomen and back, cannot lie comfortably on 
either side. 


Two and a half to three months. 
a Well. 


Age 38: 
34: 
31: 
18: 
23: 
48: 
47: 


25: 


Hysteropexy and ovariotomy : getting stronger, has no pain. 
Hysteropexy: has been very well till the last week, when 
she has been doing too much; has been back at work 
3 weeks, no pain. 
Hysteropexy: has been much better, quite free from pain, 
can walk about pretty well. 
Ovariotomy : feels well now, no pain. 
Hysteropexy: had some attacks of pain up to 4 weeks ago, 
none since; otherwise she has been well save for fits of 
depression. 
Hysterectomy for fibroids: feels now fairly strong, can 
walk about and has been doing her own housework. 
Hysterectomy for fibroids: has been getting on well, can 
eat, sleep and walk. 
Ovariotomy : feels strong and can walk fairly well, no pain, 
menstruation regular and painless. 


4 
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45: Hysterectomy for fibroid: resumed work, feeling quite 
well, three months after operation. 

39: Hysterectomy for fibroid: patient wrote, “ Would it do me 
any harm to begin to play a little golf? I am feeling se 
wonderfully well, and able to walk miles.” 

44: Wertheim’s operation for carcinoma; feels perfectly well, 
except for some pain in the left groin. 

33: Wertheim’s operation for carcinoma: can walk and get 
about well, no pain, eating well. 


it. Semi-invalids. 
Age 49: Hysteropexy: feeling very well, backache and leucorrhea 
last 2 weeks. 

42: Diseased appendages: is better, has a little discomfort on 
walking, and at times aching in the abdomen, as if the 
period were coming on. 

29: Diseased appendages: gradually getting stronger: some 
pain in the left side. 

36: Hysteropexy and ovariotomy: has been well till the last 
week, since then she has had some pain in the right side. 

46: Ovariotomy: feels well, but gets tired easily, returned to 
work (teaching) 6 weeks ago, this last week she has walked 
to and from school (20 minutes each way); no pain, eating 
well, sleeping rather poorly. 

40: Ovariotomy : has lost her pain, life is comfortable compared 
to what it was before, appetite good, but she does not sleep 
well. 

34: Diseased appendages: can walk fairly well, but gets 
abdominal distension. 

wt. Invalids. 
Age 32: Hysterectomy for fibrosis: has gained strength only very 
slowly. 


Three and a half to four months. 
Well. 

Age 45: Hysterectomy for fibroids: can walk moderately well: 
feeling much stronger, no pain, eating well, she thinks 
she has regained her normal weight. 

31: Hysteropexy: feeling much better than before the operation, 
started work a week ago, and can do it comfortably. 

42: Hysteropexy: feeling much better, no pain except a little 
soreness at the incision. 

26: Hysteropexy: feeling very well, has lost backache, and 
gained 7 lbs. in weight. 

50: Hysterectomy for fibroids: has been feeling very well and 
strong; has been back at work (matron of a large fever 
hospital) since 2 months after the operation. 
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: Ovariotomy: can walk and get about well, occasional 
abdominal pain from flatulence. 

: Diseased appendages: feeling very well, walking a good 
deal. 

: Hysteropexy and ovariotomy: has been feeling very well, 
appetite good, sleeping well. 

: Hysteropexy: is now avle to get about well, and has 
played tennis with success, is more comfortable and has 
less bearing down. 

: Extra-uterine pregnancy: feels very well, no pain, 
menstruation regular as usual. 

: Hysteropexy: feels well, can walk well and do her work, 
except the hardest duties. 

29: Myomectomy and hysteropexy: feeling wonderfully well, 
can walk fairly, appetite fairly good; as long as she does 
not overdo she is quite comfortable. 

a. Sema-invalids. 
Age 40: Hysteropexy: does not feel strong yet, but feels no pain. 

28: Ovariotomy: has felt well, appetite good, can walk fairly 
well, but gets pains in the lower abdomen. 

48: Hysterectomy for fibroids: for the last week she has been 
better, before that she could not walk much and had some 
abdominal pain. 

37: Hysterectomy for fibroid: no pain now, appetite fair, some 
numbness of right foot when walking. 

41: Hysterectomy for fibroids: not quite strong yet, appetite 
fairly good, no pain. : 

28: Hysteropexy: feels tired in the morning, better in the 
evening, not very strong yet, appetite improving. 

34: Hysterectomy for fibroids: has had no pain, can do her 
work well, but is easily tired, though less so the last few 
weeks, 


From these particulars we find that the number of patients in the 
three classes at the different dates was as follows :— 


11-2 23-3 3344 

months. months. months. Total. 
Semi-invalids ... ... 10 589 7 350 7 369 24 428 
& 1 350 0 OO 5 90 


Total ... 17 1000 20 1000 19 1000 56 100-0 


Thus, of patients seen 2 months after operation about five-sixths 
were still invalids or semi-invalids, and about one-sixth were well. 
By the end of three months the invalids and semi-invalids accounted 
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for two-fifths, three-fifths being well, and by the end of four months 


the proportion of those who were well had increased still a little 
more. 


I was curious to know whether the age of the patients had any 
relation to the rapidity of their recovery, and have analyzed the 
cases from this point of view. Taking the patients seen within the 
first two months, we find the number of patients under 30, under 40 
and over 40, distributed as follows in the three classes under con- 
sideration : — 


Under 30. Under 40. Over 40. 
Well 
Semi-invalids... 
Invalids ... 


Thus, those under 30 were all well or semi-invalids, of those 
under 40, 6 were well or semi-invalids and 2 were invalids; those 
over 40 were both invalids. 


Taking the patients seen from 2} months to 4 months after the 


operation, we have rather larger figures to deal with, with the 
following result :— 


Under 30. Under 40. Over 40. 


7 700 9 643 8 533 
Semi-invalids 3 4 286 7 467 


Total ... 10 1000 14 1000 15 1000 


Thus, of patients under 30, 70 per cent. were all well, and 30 per 
cent. were semi-invalids; of those under 40, 64 per cent. were well, 
and 36 per cent. were invalids or semi-invalids; and of those over 40, 
53 per cent. were well, and 47 per cent. were semi-invalids. The 
figures are perhaps too small for one to be able to lay great stress 
on them, but, as far as they go, they appear to show conclusively 
that the younger the patient, other things being equal, the more 
rapid the recovery. 


We may now investigate the condition of the patients seen at 
later periods, dividing them into those seen at 5 to 6 months, 7 to 
8 months, 9 to 10 months, and 11 to 12 months after the operation ; 
and we may again adopt the same classification of those that are well, 
semi-invalids, and invalids. These data are derived from my after- 
history notes. We obtain the following figures, into which, for the 
sake of comparison, I shall introduce the cases of 3 to 4 months : — 


Journal of Obstetrics and Gynecology 
3-4 5-6 7-8 9-10 11-12 


months. months. months. months. months. 
Well ... ... ... 24 615 19 731 35 625 33 67°3 187 685 
Semi-invalids ... 14 360 4 154 16 285 12 245 46 23:0 
Invalides ... .. 1 86.36 


Total ... 391000 261000 561000 49 100:0 200 100-0 


The conclusion to be drawn from this table appears to be that the 
majority of those who regain complete health do so within the first 
3 or 4 months; and that whilst a further small proportion progres- 
sively lose their invalidism, the improvement among those who were 
still semi-invalids at 4 months is relatively slow, so that a fair 
number are still semi-invalids at the end of 12months. Incidentally, 
the above figures correspond rather closely with what we found with 
regard to the general health after abdominal operation; we may 
compare with the figures of invalidism at 11-12 months those derived 
from our first table :— 


11-12 months. General Health after Operations. 

Well... ... ... 685 per cent. Health very good 72°4 per cent. 

Semi-invalids... ,, Moderate: better 17°5 
Invalids ... ... 85 ,, Poor, or ill-health 

Total ... _,, — 


Total ... 100°0 


99 


99 


The age factor has an influence on the rapidity of recovery in the 
later as in the earlier months, 

The following tables show the proportion of well, semi-invalid 
and invalid cases among patients of different ages 5 to 8 months and 
9 to 12 months after operation : — 


3-8 months. Under 30. Under 40. Under 50. Over 50. Total. 
Well ... ... ... 138 812 14 560 20 667 7 637 54 658 
Semi-invalids ... 1 63 8 320 7 233 4 363 20 244 
Invalids ... ... 2 1225 3 120 3 10°0 — 8 98 


Total ... 161000 251000 301000 111000 821000 


9-12 months. Under 30. Under 40. Under 50. Over 50. Total. 
Well ... ... 36 706 62 696 50 685 22 61:1 170 683 
Semi-invalids ... 11 275 22 248 16 219 9 250 58 23:3 
Invalides «.. ... 424 70 6 6 BV 


Total ... 5117000 891000 731000 36 100°0 249 100°0 
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One other factor might be supposed to influence the duration of 
the period of invalidism, namely, the gravity of the operation. 
I have analyzed the cases to ascertain this point, and I have 
divided them into 5 groups, as follows :— 
Removal of the appendages of one side. (A, B, C, R, U.) 
Removal of the appendages of both sides. (D, E, F.) 
. Hysterectomy for fibroids and fibrosis. (H, I, K, L.) 
Total extirpation for tumours or pyosalpinx. (M,N, O, P.) 
Conservative operations on the uterus, viz., myomectomy or 
hysteropexy. (Q, 8, T.) 
In each group I have collected the cases at all periods from 5 
to 12 months after the operation, dividing them into well, semi- 
invalids and invalids, with the result shown in the following table: 


A,B,C,R, U. D,E, F.H,1, K, L. M,N,0, P.Q,S, T. 
Well ... ... ... 65 663 23 719 48 727 37 67:3 51 637 
Semi-invalids ... 23 234 7 279 13 197 12 278 23 288 
Invalids ... ... 10 103 2 G62 5 76 6109 6 75 


Total... 98200°0 321000 661000 551000 801000 


This result is perhaps not quite what one would expect; the least 
rapid convalescence is not shown after the severest operations, that 
is, the total extirpation cases (M, N, O, P), but after the conservative 
procedures of myomectomy and hysteropexy (Q, S, T); the unilateral 
salpingo-odphorectomies come next, with the total extirpations close 
to them; and the quickest recoveries follow hysterectomy for fibroids 
and double ovariotomies. 

With regard to this question of invalidism, therefore, we may . 
sum up by saying that by the end of 3 months about 60 per cent. 
of patients are well, and are able to resume their duties; by the end 
of 4 months, 63 per cent., and by the end of a year, 68 per cent. 
About 8 to 10 per cent. are incapacitated during all this time, and 
the remainder are semi-invalids, that is, they feel well, but are not 
quite strong, and are not able to do their duties completely. 
Therefore, while 60 per cent. make rapid progress, the rest improve 
but slowly. 

Speaking generally, the younger the patient the quicker the 
convalescence; at every stage, from 2 months to a year, patients 
under 30 show the largest proportion of complete recoveries, and the 
proportion slightly but progressively diminishes at 40, 50 and over. 

The gravity of the operation has much less influence on the 
rapidity of recovery than one would expect; the best recoveries 
appearing among hysterectomies for fibroids, and the slowest among 
the relatively slighter operations of myomectomy and hysteropexy. 
Ovariotomies and total extirpations occupy an intermediate position. 
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3. How is the Memory Affected? 

Some years ago I came across a reference to the effect that the 
memory was sometimes affected after operations; and, although my 
impression was that this happened very rarely, I made enquiries on 
this point when questioning patients. I have been surprised, when 
working out the subject, to find that the memory appears to be 
affected in about 25 per cent. of the cases. I have data concerning 
521 patients, and I have considered them in 5 groups, according to 
the condition from which the patient was suffering, as follows :— 

Ovariotomies, single and double. (A, D, and M.) 

Inflammatory disease of the appendages and tubal pregnancy. 

(B, C, E, F, O, and U.) 

Uterine fibroids. (H, K, L, N, Q, R, and 8.) 

Carcinoma of the Uterus. (J and P.) 

Uterine displacements. (T.) 

In each group I have put down the number of cases in which 
memory was (i) unaffected or improved; (ii) worse; (iii) worse for a 
time. The results are shown in the following table :— 


B,C, E, F, H, K, L, N, 


Memory. A, D, M. O, U. Q, R, S. 
Unaffected or better... ... 70 744 104 67:9 119 73:0 
Worse for atime... ... 4 43 6 £0 


Total ... 94 1000 153 1000 163 1000 


Total. 
Unaffected or better ... ... 6 500 81 818 3880 730 
Ee ee 5 417 18 182 123 236 
Worse for atime... ... 1 3&3 — 18 34 


Total ... 12 100°0 99 1000 521 100°0 


It is noteworthy that, comparing one group with another, the 
impairment of memory is most marked in cases where the operation 
takes longest, and that as the duration of the operation diminishes 
the bad effects are less frequent. We may make two parallel 
columns, the first showing the average length of time occupied by the 
operation concerned, and the second showing the percentage of cases 
where memory is affected : — 


Memory 
Operation. Average duration. affected. 
Hysterectomy for carcinoma _... 1-1} hour 50 per cent. 
Removal of inflamed appendages 3 hour 32 per cent. 
Hysterectomy and myomectomy 
for fibroids Shour ... 27 percent. 
Ovariotomy ... ... ... ... 20min-}hour ... 26 percent. 


Hysteropexy 


4 hour 18 per cent. 
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I think that it is a warrantable inference that the duration of the 
anesthesia has a definite influence on the function of memory; and 
this constitutes one among many arguments in favour of performing 
operations with as little loss of time as possible. 

This is in no way a plea for rushing or scamping operations; it is 
not even necessary for the operator to hurry; but, on the other hand, 
waste of time and “ pottering,” such as is involved in picking up an 
instrument, looking at it, and putting it down again; and in 
laborious and superfluous minutie, such as putting pressure forceps 
on every bleeding capillary, should be avoided. For the purpose of 
average quick operating all that is necessary is that the operator 
should know what he wants to do, and do that and nothing else, 
without excitement and without dallying 


4. In what Proportion of Cases is further Operation required ? 

There were, in all, 64 cases in which further operation was 
required. They fall into two categories; the first comprises 
operations for conditions which may be regarded as sequele of the 
original operation; the second comprises cases in which the second 
operation was for a condition independent of the first operation. 

In the first group there were 30 operations, whereof 17 were for 
scar hernia; these cases will be considered further, when discussing 
question 6. 

In two cases a long discharging sinus was explored; one of them 
followed an operation for a large suppurating broad ligament cyst 
which had to be treated by marsupialisation: the sinus led down to 
an inflamed and adherent coil of intestine, a portion of which was 
excised and the ends were brought together by a circular entero- 
trhaphy. There was then no further trouble. 

In the second case the tubes had been removed for pyosalpinx, ° 
leaving both ovaries: the sinus led down to the left ovary, which 
had become converted into a pus sac: the ovary was removed and the 
sinus closed. 

In 4 cases an exploratory operation was done on account of 
persistent pain. In one case where a hysteropexy had been done and 
a cystic ovary removed, Mr. D’Arcy Power found some adhesions 
of omentum to the pedicle; in 2 cases bowel adhesions were found 
and separated; and in one case nothing was found to account for the 
pain, there being not even any adhesions. In this case, however, 
as in the other three, the exploratory operation was followed by relief 
of the pain. 

In one case the second operation was undertaken on account of 
intestinal obstruction due to adhesions. 

Lastly, in 6 cases operations for displacement were followed by 
return of the displacement: 4 were treated by re-fixing the uterus, 
and 2 by hysterectomy. Both these cases were related in some detail 
in Section VI., and need not be told again here. 


12 Journal of Obstetrics and Gynecology 


The last 6 cases differ from the others, inasmuch as the second 
operation was undertaken, not so much for an operative sequela as 
for an operative failure; the cases of sequele proper number 24, or 
3°1 per cent. of the cases traced. 

The distribution of these 24 cases in the different operative groups 
was as follows :— 

Ovariotomies (A, D, M), 3 cases in 141, or 2'1 per cent. 

Diseased appendages (inflammatory) (B, E, O, U), 18 cases in 165, 

or 8 per cent. 

Tubal pregnancies (C, F), 1 case in 51, or 2 per cent. 

Hysterectomies for fibroid (H, I, K, L, N), 3 cases in 181, or 

per cent. 

Myomectomies (Q, R, S), 2 cases in 50, or 4 per cent. 

Hysteropexies (‘T), 2 cases in 170, or 1°1 per cent. 

It is not surprising to find that the largest proportion of sequel 
occurs among the cases of inflammatory disease of the appendages; 
for these are the cases in which there is the greatest likelihood of 
trouble from adhesions, infected stitches, and yielding scar due to 
long-continued drainage. Myomectomies come next, and with these 
cases also there is an increased risk of trouble, as the stitches are apt 
to become infected from the uterine cavity. Ovariotomies and tubal 
pregnancies show about 2 per cent. of sequele; hysterectomies for 
fibroids have a slightly lower proportion, namely, 1°6 per cent.; 
whilst hysteropexies, with 1:1 per cent., show the best result. As 
these last are essentially operations of election, a small percentage of 
sequelz is necessary to justify them. 

With regard to the second group, of operations for conditions 
which do not result from the operation, there were 35 of these in all. 
Eight were necessitated by tubal pregnancy after the removal of the 
appendages of one side for ovarian tumour, inflammatory disease or 
previous tubal pregnancy. Six were on account of ovarian tumours 
or cysts after previous unilateral ovariotomy. Seven were for inflamma- 
tory disease of the appendages, and in five of these the appendages of 
the other side had already been removed. Five were hysterectomies 
for fibroids: in two of these the appendages of both sides had been 
removed previously for inflammatory disease, in two there had been a 
previous myomectomy for fibroids, and in one a hysteropexy had 
been done. The remaining 8 cases were a miscellaneous group, 
namely, one case each of myomectomy, colotomy for carcinoma of 
the sigmoid, exploratory operation for carcinoma of the sigmoid and 
bladder, hysterectomy for uterine fibrosis, with resection of a portion 
of the bladder for carcinoma, gall-stones, appendicitis, hysteropexy 
in a case of previous tubal pregnancy, and one operation the nature 
of which was not ascertained. 

The distribution of cases of operation for independent conditions 
in different classes of case was as follows :— 
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After the removal of the appendages of one side (A, B, C, R, U), 
21 cases out of 221, or 9°5 per cent. 

After the removal of the appendages of both sides (D, E, F), 
2 cases out of 109, or 1°8 per cent. 

After hysterectomy with conservation of one or both ovaries 
(H, I, J, K, L), 2 cases out of 138, or 1°4 per cent. 

After total extirpation of uterus and appendages (M, N, O, P), 
1 case out of 93, or 1°1 per cent. 

After myomectomy (Q, R, 8), 2 cases out of 40, or 5 per cent. 

After hysteropexy (T), 6 cases out of 170, or 3°5 per cent. 


Consequently the risk of independent further trouble is greatest 
where removal of the appendages of one side has been effected, and 
least after double ovariotomy and total extirpation. 

The percentage of independent operations following abdominal 
sections was 4°4 per cent., and the total percentage of further opera- 
tions, including operations both for sequele and for independent 
conditions was 

It appears evident that patients who have had abdominal 
operations are more exposed to later troubles than is the case with 
patients who have not had such operations; and that the risk of 
sequele is greatest after operations for inflammatory disease, while 
the risk of independent further complications is greatest after one- 
sided ovariotomy, and least after total extirpation of the pelvic organs. 
5. What are the chances of Subsequent Pregnancy and Labour? 

This question is applicable to a limited number only of the cases 
under review, those, namely, in which the appendages of one side 
only were removed, and those in which conservative measures, such 
as myomectomy and hysteropexy, were carried out. 

These cases fall into the Divisions A, B, C,Q, R, 8, T, U. Inmy 
first paper I merged Divisions R and U in Divisions A, B and C, 
sorting the cases according to the condition for which the appendages 
were removed; and it will be convenient, in this review, to follow 
the same order. The single women, widows and married women 
over 40 do not for the moment interest us, as we are concerned with 
the patients who had the opportunity to become pregnant, that is to 
say, the married women under 40. i 

Our material, then, is as follows : — Married 

Cases women 
traced. under40. 
A. Salpingo-oédphorectomy: fortumours ... ... 128 
forinflammatory disease 54 
C. for extra-uterine pregnancy 59 
Q. Myomectomy ... .. 
S. Myomectomy and hysteropexy 
T. Hysteropexy ... ... 


Total ... 427 
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The subject may be considered in three phases : — 

1. What are the chances of subsequent pregnancy ? 

2. What are the chances of pregnancy going to full time? 
3. What are the chances of labour being normal ? 


1. What are the chances of subsequent pregnancy ? 


The number of patients who became pregnant afterwards was as 
follows :— 


Division A, 14 out of 59, or 24 per cent. 
’ 15 38, 39 
2 ” 4, 29 50 ” 


Total... 79 +239, ,, 33 


It is clear that the prospects of conception after these operations 
are very good, as this result followed in one case out of every three. 
Among cases in which the appendages of one side are removed, the 
chances of conception are less than they are among cases of 
conservative operations on the uterus. In the former group the 
proportion of patients that became pregnant was 28 per cent.; in the 
latter group it was 38 per cent. 

Patients who had the appendages of one side removed for 
inflammatory disease showed, as one might expect, the smallest 
proportion of subsequent pregnancies; but even among them it was 
21 per cent. Among cases of ovariotomy for tumour it was 24 per 
cent., and among cases of operation for extra-uterine pregnancy it 
was 39 per cent. This last might also be expected, since patients 
who develop this complication are evidently fertile, and the fact that 


the ovum takes anchorage in the tube instead of in the uterus may 
be regarded as accidental. 


2. What are the chances of pregnancy going to full time? 

Among the 35 cases that became pregnant after the removal of 
the appendages of one side, 8 developed extra-uterine prgnancy; 
the remaining 27 patients had between them 36 pregnancies; 5 of 
these were in progress when the patient was last seen, 24 went to 
full time, and 7 ended in miscarriages. 

The proportion of completed pregnancies that went to full time 
was, therefore, 24 out of 31, or 77°4 per cent. 

Nine of the patients in this group had a hysteropexy done at the 
same time, and, therefore, for the purpose of considering the influence 
on pregnancy of conservative operations on the uterus, we may add 
these 9 cases to the 44 in Divisions Q, S and T. This makes 53 
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patients who between them had 66 pregnancies. One of these was an 
extra-uterine pregnancy, this patient being among the 9 cases where 
hysteropexy was combined with ovariotomy. Of the remaining 65 
pregnancies, 4 were in progress when the patient was last seen, 
45 went to full time, and 16 ended in miscarriages. The proportion 
of completed pregnancies that went to full time was, therefore, 45 
out of 61, or 73°7 per cent. 

From these figures we may conclude that the operations on the 
uterus involve a slightly greater predisposition to miscarriage than 
is the case with operations for the removal of the appendages of one 
side. 

The remarkable fact will not have escaped attention that in our 
first group 23 per cent. of the patients who became pregnant after- 
wards were the subjects of an extra-uterine pregnancy. 


The figures for the individual divisions were as follows :— 


In Division A, 2 out of 14, or 14°3 per cent. 
” B, 1 ” 6, ” 16°6 ” 
C, 5 15, 33°3 


Clearly patients who have had unilateral adnexal disease are 
more liable than other women to have a subsequent pregnancy in 
the tube: and this liability is greatest when a tubal pregnancy was 
the original trouble. According to these figures, if a woman who 
has had a tubal pregnancy conceives again the chances are 1 in 3 
that the pregnancy will again occur in the tube. 

In all, and without counting the above 9 cases twice over, 
79 patients had among them 97 pregnancies: 7 were in progress 
when last seen; 8 were extra-uterine pregnancies, and of the remain- © 
ing 82 there were 60 full-time deliveries and 22 miscarriages, the 
proportion of full-time deliveries amongst the completed pregnancies 
being 73°1 per cent. 

We may, therefore, reply to the question, ‘“ What are the chances 
of pregnancy going to full time?” by saying that on these figures 
three out of every four pregnancies are likely to do so. In practice 
I believe the proportion would be found to be rather larger; for two 
of the 22 miscarriages were self-induced ; one patient had a succession 
of miscarriages, and carried rather longer after the operation than 
she did before; one miscarriage was the direct result of a fright, 
and another of over-exertion; in two cases patients had a full-time 
confinement first, and a miscarriage afterwards; and if we omit 
these 7 cases where the operation had nothing to do with the result 
we find that the proportion of full-time pregnancies rises to 80 per 
cent., or four out of every five. 

Another point of some interest may be referred to here. When 
an operation on the uterus or appendages is undertaken during 


, 
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pregnancy, what are the chances of pregnancy going on without 
interruption? Among the cases that I have been able to trace 
there were 5 ovariotomies during pregnancy; in one case pregnancy 
had advanced to three months; in three cases to 4 months: one of 
these had also the complication of appendicitis, and the appendix 
was removed at the same time; and in one case the pregnancy had 
advanced to 7} months, and there was the complication of a twisted 
pedicle with localized peritonitis and adhesions to the abdominal 
wall. 

I had one myomectomy during pregnancy; the latter was of five 
months’ development, and the fibroid, the size of an orange, was an 
interestitial degenerating one which was actually enucleated from the 
uterine wall. 

Lastly, one hysteropexy was carried out when the patient was 
6 weeks pregnant, and one when the patient was 2 or 3 weeks 
pregnant; the fact of pregnancy was not known at the time of 
operation. 

In all these cases the pregnancy continued undisturbed to the full 
time and the labours were all natural and easy. The abdominal wall 
did not seem to be weakened in any way by the median scar. 


3. What are the chances of the labour being normal? 

Among the cases of unilateral salpingo-odphorectomy, omitting 
the cases in which hysteropexy was done at the same time (since these 
will be considered with the hysteropexies), there were 15 full-time 
confinements; 14 of these were normal deliveries of living childrn; 
in one case (C 26), the patient had albuminuria, and towards the end 
of the eighth month I saw her with Dr. Simpson, and we came to 
the conclusion that the fetus was dead. I therefore induced labour, 
and a dead female child, with signs of commencing maceration, was 
delivered easily some hours later. This complication had nothing to 
do with the operation. 

In my last paper I investigated the question, “ Does hysteropexy 
tend to complicate labour?” I then found that of 44 pregnancies 
only 4 had any serious complication. Since writing that paper the 
particulars of one more case have come to hand, in which a normal 
confinement followed a hysteropexy. We have, therefore 45 cases 
with 4 complicated deliveries; two of the latter were breech presenta- 
tions of unusually large children, weighing 14lbs. and 11 lbs. 
respectively, and the patient who had these two children had already 
had one normal confinement following the operation. The other two 
were transverse presentations at 7 months, and the patient who had 
these two children had had the same complication of a transverse 
presentation at 7 months before the operation. 

In the remaining 41 cases there were 8 in which the use of forceps 
was resorted to; in several this was just at the end of the labour, 
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to expedite matters, whilst one was an occipito-posterior presentation. 
There were no cases of high forceps or of indication for the use of 
forceps based on serious complications; and these labours may be 
considered as normal. 

In all, therefore, there were 60 labours, of which 55 were normal, 
and 5 presented complications that had no reference to the operation. 

We may conclude that after abdominal operations the chances of 
subsequent labours being normal are just as good as in patients who 
have had no such operations. 


6. In what Proportion of Cases is there Trouble with the Scar? 


I have notes of the condition of the abdominal scar in 711 cases. 
In the following table I have divided the cases into 7 groups, thus : — 

Ovariotomy for tumours (A, D, M). 

Removal of diseased appendages (B, E, O, U). 

Extra-uterine pregnancies (C, F). 

Hysterectomy for fibroids and fibrosis (H, I, K, L, N). 

Hysterectomy for carcinoma (P). 

Hysteropexies (T). 

In each group I have shown the number of cases in which the 
scar was (a) firm and linear, without hernia or stitch abscesses; 
(5) the seat of stitch abscess at some time; (c) the seat of a hernia; 
(d) the seat of a deep sinus. 

H, I, 
A,D,M. B,E,O,U.  C,F. K,L, N. 
(a) Firm, linear ... 119 975 118 746 46 938 159 92:4 
(6) Stitch abscess... 7 54 23 145 2 41 Il 64 
(c) Hernia... ... 4 3% 
(d) Deep sinus... 5 33 


Total 180 100-0 158 1000 49 100:0 172 


P. Q,R,S. T. Total. 
(a) Firm, linear ... 6 545 36 900 141 934 625 87:9 
(b) Stitch abscess... 5 455 2 FO 5 SS 55 77 
(c) 2 FO 5 SS 36 
(2) Deep sinus... 5 O08 


Total... 11 1000 40 1000 151 1000 711 100°0 


We find, therefore, that after the “clean” operations, such as 
ovariotomy, hysterectomy for fibroids, myomectomy, extra-uterine 
pregnancy and hysteropexy, 90 to 93 per cent. of the patients have 
no trouble at all with the sear; after hysterectomy for carcinoma only 
55 per cent. have no trouble, and after operations for inflammatory 
conditions 75 per cent. 
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Stitch abscesses followed in nearly half the cases of hysterectomy 
for carcinoma, and in 145 per cent. of cases of operations for 
inflammatory conditions; in the remaining cases they occurred in 3 
to 6 percent. In the whole series they accounted for 7°7 per cent. 

I find that stitch abscesses occurred with much greater frequency 
in my earlier than in my later cases; the difference is due to improved 
methods, and more especially, in my opinion, to the introduction of 
rubber gloves. 

There were 5 cases of deep sinuses discharging for some time after 
the operation ; they all occurred in the inflammatory groups B and E. 

Hernia after operations occurred with marked preponderance in 
cases of inflammatory conditions, where they amounted to 7°6 per 
cent.; myomectomies come next, with 5 per cent. I have already 
explained that these two classes of case are the most liable to 
infection of the wound, long-continued drainage, and consequent 
weakening of the abdominal wall. After hysterectomies for fibroids 
they occurred in only 1°2 per cent.; and after ovariotomies and 
hysteropexies in about 3 per cent. 

In all there were 26 cases of hernia, amounting to 3°6 per cent.; 
17 of these patients underwent a subsequent operation for a radical 
cure of the hernia. 

It is a notable point that where there was an unusually long 
incision for the removal of large tumours entire, there were no 
instances of subsequent hernia; showing clearly that the long incision 
does not predispose to this troublesome complication. I have notes 
of the length of the incision in 24 of these cases, where it was 
7 inches or more. The measurements were as follows: 7 ins., 1 case; 
7} ins., 3 cases; 8ins., 3 cases; 9ins., 3 cases; 9}ins., 3 cases; 
10 ins., 3 cases; 10} ins., 1 case; ll ins., 1 case; 11} ins., 1 case; 
12 ins., 4 cases; 13 ins., 1 case. In all of these the scar was firm and 
linear. 

Pigmentation of the scar was observed in 23 cases; in 14 of these 
the patient was either pregnant or had been recently confined; and in 
9 cases there neither was, nor had been, any pregnancy. 


Conclusions. 


1. With regard to the general health after abdominal operations, 
it was found that 90 per cent. of the patients were better than they 
were before the operation, 72 per cent. being in quite good health. 
About 6 per cent. were either worse or at least no better, in many 
cases from causes quite independent of the operation; and a further 
4 per cent. had been much better for a time, and had suffered lately 
from ill-health due to local or general causes. 

2. The period of invalidism after abdominal operations is limited 
to about 3 months in 60 per cent. of the cases; of the remaining 
40 per cent., about 25 per cent. (10 per cent. of the whole) cease to be 
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invalids by the end of the first year; while 75 per cent. (30 per cent. 
of the whole) remain either invalids or semi-invalids. The age of 
the patient has a marked influence; the younger the patient, other 
things being equal, the quicker the convalescence. The severity of 
the operation does not appear to have any direct relation to the 
rapidity of convalescence. 

3. The memory appears to be affected in about 25 per cent. of 
cases after abdominal operations; further, the deterioration of 
memory appears to be directly proportioned to the duration of the 
operation, as in cases of long operations for uterine carcinoma, the 
memory was affected in 50 per cent. of the cases; in short operations 
for hysteropexy the proportion dropped to 18 per cent.; and operations 
of intermediate duration showed proportionate percentages. 

4, Sixty-four cases out of 770, or 83 per cent., required further 
abdominal operations. About 3 per cent. were necessitated by direct 
sequele of the operation, and of these the cases of inflammatory 
disease of the appendages supplied the largest proportion; six cases ~ 
were necessitated by recurrence of uterine displacements; and 34, 
or 4°4 per cent., were required for conditions independent of the first 
operation. The risk of subsequent independent conditions requiring 
operation is greatest after unilateral salpingo-odphorectomies, where 
it amounted to 9°5 per cent. 

5. The chances of pregnancy following unilateral salpingo- 
odphorectomy and conservative operations on the uterus are good; 
as 33 per cent. of married women under 40 among these cases became 
pregnant afterwards. 73 per cent. of the completed pregnancies went 
to the full term; there were 8 cases of extra-uterine pregnancy, and 
7 patients were pregnant when they were last seen. Of 60 labours, 
55 were normal, and 5 had complications that had no reference to the 
operation ; the chances of labour being normal after these operations 
are, therefore, just as good as is the case with patients who have had 
no such operations. 

6. Eighty-eight per cent. of the patients had no trouble at all 
afterwards with the scar; 77 per cent. had stitch abscesses, and 
3°6 per cent. developed a hernia of the scar. The tendency to both 
complications is markedly greater after operations for inflammatory 
disease of the appendages; 90 to 93 per cent. of the “clean ” cases 
had no subsequent trouble. The tendency to stitch abscess is 
diminished by modern improved methods, and particularly by the 
use of sterilized rubber gloves during operations. 
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A Contribution.to the Life History of Fibro-Myomata 
of the Uterus.* 


By Arruvur J. Watzace, M.D., 


Surgeon to the Hospital for Women, etc., Liverpool. 


In this paper are related the histories of ten cases of “ fibroids” of 
the uterus observed over periods of time varying from 3} to 28 years. 
The two shorter observations have been extended by recent reports. 


Case 1 is that of a married lady who was first brought to see me 
by Dr. A. C. Wilson, of Formby, on July 6 1904. She was at that 
time 42 years of age, was well-nourished and had an excellent colour. 
The youngest of her four children was aged 11 years. For twenty 
years she had suffered from prolapsus uteri, for which a ring pessary 
had been worn continuously except during her pregnancies. For 
some time she had been a sufferer from mitral regurgitation and 
dilated heart, and was at times completely prostrated by attacks of 
cardiac weakness; indeed on several occasions Dr. Wilson had feared 
that death was imminent. He, having had the patient under close 
observation for nine years, had of late noticed that a gradual rise in 
the pulse tension was taking place, and as the result of observation 
and thought he had formed the hypothesis that there existed a 
relation between increased arterial tension and the development of 
neoplasms. For this reason he kept a very watchful eye upon 
Mrs. V., and as the ring pessary required attention every few months 
his observations included the state of the pelvic organs. In January 
1904 an enlargement of the uterus was detected. Menstruation had 
always been profuse, the periods lasting seven days and recurring 
every 21 days, but in April 1904 the losses became excessive. In 
June Dr. Wilson made another pelvic examination and was 
astounded by the increase in size of the uterus. 

In July, when I saw the patient, she complained of enlargement 
of the abdomen, menorrhagia, profuse leucorrhea and severe head- 
aches (the latter were probably related to the high blood pressure). 

On examination, a hard, smooth-surfaced tumour occupied the 
lower half of the abdomen (Plate I, Fig. 1); its upper limit reached 
the level of the umbilicus, and the greater part of its bulk lav on the 
right side. Transversely, it measured 6 inches, while the distance 
from the pubic crests to the upper border of the tumour was 
6} inches. Two smaller nodules were felt at the lower part of the 


*Read at June Meeting of Obstetrical Section, Royal Society of Medicine. 
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mass, and the inferior of these could be felt per vaginam through the 
anterior vaginal wall. The supra-vaginal cervix ran into the mass 
and became incorporated with it, movement of one being communi- 
cated to the other. Bimanually, the mass could be moved about to 
a limited degree. The uterine appendages could not be recognized. 
The kidneys and other vital organs, with the exception of the heart, 
were found to be healthy. 

A diagnosis of multiple fibro-myomata of the uterus was made, 
Dr. Wilson concurring. Operation was advised against at that time, 
in view of the serious cardiac condition, and treatment was directed 
to the latter and to controlling the menorrhagia. 

On June 14 1905 I saw the patient again. She had undergone 
Nauheim treatment in London, and, so far as the heart was concerned, 


(/) July. 1904. (2) 


> 


Small fibroid marbles. 


case. T. 
K. 174. 


considerable improvement had resulted. The tumour, however, had 
increased steadily in size. Latterly, pain had been experienced over 
an area on its right side, and some tenderness on pressure was 
elicited over the same situation. The transverse measurement of the 


tumour mass was now eight inches, and its upper border lay seven. 


inches above the pubic crests. (Plate I, Fig. 2.) Its outline was 
much more rounded, and the lower abdomen was practically filled 
by it. Lying just above, and parallel to the right groin, was a 
sausage-shaped “ roll” of growth which stood prominently forward 
from the main mass. 

Menstruation had continued regularly, as profusely as ever, but 
each period now lasted five days in place of seven. Drugs had been 
used without in any way lessening the menstrual losses. 
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I did not see the patient again until last year; but Dr. Wilson 
informs me that in 1905, under treatment, the blood pressure became 
less, and then he noticed that the tumour was gradually diminishing 
in size. In 1907 its upper border was “two inches below the 
umbilicus,” and about this time menstruation began to be irregular, 
occurring at intervals of 2 to 3 months, the losses being still very 
profuse. The patient developed also glycosuria to the extent of 
8 to 10 per cent. Under a diabetic diet recovery from this took place 
in six months, but even at the present time a strict dietary is 
necessary to keep the urine free from sugar. It should be noted that 
in 1905 the pulse tension had begun to lessen and the headaches to 
disappear. 

In the winter of 1908-09 the patient suffered from feverish 
attacks, each of which lasted about ten days, the temperature rising 
in the evenings to 101° or 102°F., and falling in the mornings to 
100°F. Dr. Wilson noted that after each feverish attack the tumour 
became sensibly smaller. There was a vaginal discharge at this 
time, but it was never great in amount. The patient was wearing a 
ring pessary, and the discharge was similar in appearance and odour 
to the leucorrhea found in those who wear rubber pessaries. It 
never came away in any quantity, and was only sufficient to keep the 
vulva slightly moist. 

In June 1909 the patient was in London, and, being at that time 
greatly troubled by hemorrhage, she consulted Dr. Herbert R. 
Spencer. Through his courtesy I am able to mention that he found 
the patient possessed at that time “a multinodular fibroid uterus, 
as big as the pregnant organ at the fourth month.” 

In September 1909 the patient came to see me after an interval of 
over four years. On examination I found the uterus slightly larger 
than the size of the normal parous organ. Its surface was smooth 
and without inequalities or irregularities to indicate the previous 
existence of fibroids of considerable size. The uterus itself was 
freely movable; indeed, it tended to prolapse without the support of 
the ring pessary, which was still being worn. The disappearance of 
the fibroids was so astonishing and so perplexing that I spent a 
considerable time in palpating the uterus, but each investigation 
only confirmed the first, that the fibroids had quite vanished. It 
may be added that Dr. Wilson has since confirmed my observation. 

The patient’s general condition had greatly improved, the head- 
aches had gone, the cardiac trouble was very much better, and the 
pulse tension had lessened considerably. Menstruation still occurred 
at intervals of from 2 to 3 months, and the losses were described as 
being very profuse, and accompanied with clots. Nevertheless, the 
patient looked and declared she felt a different woman. 

Such a history suggests, not so much the accidental coincidence 
of several independent maladies, as that the latter were the 


| 
| 
| 


Wallace: Uterine Fibro-Myomata 23 


symptomatic expression of a single causal condition as yet unknown, 
and it would seem to support the conjecture advanced by Strassmann 
and Lehmann,! “that just as with the new formations of thyroid 
tissue in Basedow’s disease, so in certain cases of new formation of 
uterine tissue the changes in the heart, vessels and uterus are possibly 
to be regarded as symptoms of one disease.” Such a hypothesis offers 
a more reasonable explanation than that which assumes special 
relations between myoma and cardiac lesion, or between myoma and — 
glycosuria. Indeed, in this case the myoma could not have exercised 
any etiological influence so far as concerns the heart disease, because 
the latter had existed for several years before the myoma was 
detected. On the other hand, the glycosuria appeared after the 
tumour began to shrink, a circumstance which is suggestive. It will 
be remembered that ere now attempts have been made to establish 
causal relations between diseases of the female genitalia and 
glycosuria. F. Imlach ? alleged a cure of glycosuria by removal of 
the uterine appendages (pyosalpinx). Halliday Croom 3 and Beyea 4 
have each recorded a case of ovarian tumour associated with 
glycosuria, and have reported cure after ovariotomy. But in 
these instances the treatment usual in diabetes was applied after 
operation, and the glycosuria did not disappear until after the 
lapse of several weeks. In the case of myomata the evidence is only 
slightly less vague. Gottschalk,> in reporting several cases, main- 
tained that the coincidence was no accidental one, and that the two 
conditions were intimately related—in a way he did not specify. 
Scheunemann ® reported 30 cases of myomata, in two of which 
shrinking at the time of the menopause was associated with glycosuria, 
that subsequently disappeared. He also argued that the glycosuria 
was directly connected with the dwindling myomata. 


Kleinwiichter7 mentioned that in one of his cases (No. 6) the 
growth of the tumour became stationary when glycosuria (1 per cent.) 
appeared. He suggests that the cessation of growth might have 
depended on the glycosuria. Latterly, Henkel® reported two 
cases—one of myoma with glycosuria (8 per cent.), and one of 
ovarian cyst with glycosuria (3°3 per cent.). The myoma was 
removed, and when, after a normal recovery, the patient left hospital, 
her urine was free from sugar. Henkel attempted to produce an 
artificial glycosuria by the intra-muscular injection of fresh myoma 
juice, but the result was negative. Kelly and Cullen® state that 
glycosuria was noted in but two of their cases of uterine myomata. 
In one case, “on account of the large amount of sugar contained in 
the urine, operative interference was considered inadvisable.” In 
the second case preliminary treatment led to disappearance of sugar 
from the urine. The abdomen was opened, but hysterectomy had to 
be abandoned, “on account of the condition of the patient and the 
desperate chances attending a hysterectomy. Shortly after the 
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operation the glycosuria reappeared, lasted several days and then 
again disappeared.” 

In connection with glycosuria it may be mentioned that Bossi 1° 
has reported the presence of acetone in the urine of each of six cases 
of spontaneous disappearance of fibroids after labour—an acetonuria 
which disappeared with the vanishing of the tumours.* The 
probability is that this acetonuria was merely an exaggeration of 
that found in the great majority of puerperal women during the first 
few days of the lying-in period. 

There is as yet no evidence of any direct connection between 
myomata and glycosuria. Numbers of climacteric women suffer 
from a glycosuria that is not accompanied by the classical symptoms 
of diabetes, and there seems to be no reason why climacteric women 
afflicted with uterine or ovarian tumours should not be the subjects 
of a glycosuria that is independent of new growths. Glycosuria 
implies abnormal chemical changes within the body—whether these 
are independent of the myoma and exercise a restraining effect on its 
growth (Kleinwiichter),’ or result from the absorption of substances 
produced in a shrinking myoma, or whether myoma and glycosuria 
are expressions of a single pathological state, remains to be shown. 

In two particulars the case conforms to Alban Doran’s ! require- 
ment—it is an instance of “absorption,” “ spontaneously,” of a 
fibroid. The third requirement, “before the menopause,” cannot 
be claimed, for, although menstruation took place during the period 
of absorption and afterwards, yet it must be admitted that the shadow 
of the climacteric was upon the patient. 


The following nine histories of patients suffering from fibro- 
myomata relate to women who have been under observation for 
periods varying from 3} to 28 years, and in two of the shorter 
observations reports obtained during the past year or two have 
extended the periods of time. The observations have been made 
partly by my father, the late Professor John Wallace, and partly by 
myself, the dividing line between the two sets of observations being 
the year 1898. Reference to notes made prior to that year relate 
therefore to my father’s observations, whilst those subsequent to it 
refer to mine. This is stated now in order to avoid repetition. 
From time to time rough sketches of the tumours were made, 
and these have been reproduced. 

It should be stated that my father was most strongly opposed to 
operation in cases of fibromyomata unless immediate danger to life 
were threatened. After his death nine patients confided to me the 
continuance of the treatment he had initiated, so that I am enabled 


*In only one of the cases of shrinking fibroids presently to be mentioned has 
the urine been examined for acetone, and in that case the tests have always been 
negative. 
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to offer the results of observations carried out over a longer period of 
time than is usual. 


Case 11. is that of a single lady, who, when 36 years of age, was 
sent in August 1889, by Dr. Samuel Cookson, who at that time 
practised in Stafford. The pelvic cavity was occupied by a fibroid 
which sprang from the posterior wall of the uterus, and its pressure 
had led to constipation and dysuria (“stoppage of bowels and 
bladder”). The cervix was displaced forwards and lay immediately 
behind the symphysis (Plate II, Fig. 1.) The uterine sound could 
be passed easily through the patulous os in a direction vertically 
upwards for a distance of 33 inches. The menstrual periods lasted 
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from four to six days, and recurred at intervals of from 21 to 28 
days, more often 21. } 

The tumour and uterus were there and then pushed up into the 
abdomen, but unfortunately no note was made as to how high above 
the pubic crests the upper border of the mass then lay. 

The patient was advised not to submit to operation, a view which 
was endorsed by Dr. Cookson. 

In December of the same year, z.c., four months later, the tumour 
mass reached “ three finger breadths above the pubes,” it was “ much 
smaller,” but was “ not in the pelvis.” (Plate II, Fig. 2.) Early in 
1890 the tumour still reached a height of “three finger breadths ” 
above the pubes, but by August of the same year it had become small 
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enough to drop back into the pelvic cavity, so that it could no longer 
be felt abdominally. (Plate II, Fig. 3.) Its size was noted to be 
that of ‘a medium orange,” and it was movable with the uterus. 
Its base of attachment had become less extensive, and a sulcus now 
separated its superior surface from the upper part of the posterior 
uterine wall. In 1891 it was noted that diminution in size had 
continued in slight degree. Retroversion of the uterus now occurred 
and caused dragging pains. These were relieved after a ring pessary 
had been placed. 

During the years 1892-97 the patient presented herself at regular 
intervals in order to have her pessary renewed, and therefore ample 
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opportunities for watching the fibroid occurred. In this period of 
seven years a slight decrease in size occurred, although from year to 
year it was barely noticeable, comparisons as to size varying from 
“a small orange or less” to a “small mandarin orange.” (Plate III, 
Fig. 4.) 

In 1899 the tumour was rounded, and it had a diameter which I 
estimated as being about 23 inches. It had a sessile attachment to 
the posterior wall of the uterus by a broad base, and both tumour 
and uterus could be moved as one mass. The uterine appendages 
were normal in all respects. The menstrual periods occurred too 
frequently and lasted too long, a condition which persisted until 
1902, when indications of the approaching menopause appeared, the 
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patient being at this time 49 years of age. The final menstrual loss 
occurred in the following year, 1903. From 1899 onwards very 
little alteration in the size of this growth was noted; if any change 
took place it was a diminution that could be appreciated only bi- or 
tri-ennially. The breadth of attachment to the uterus certainly 
seemed to become less, and in 1903 (Plate III, Fig. 5) it was noted 
that there appeared to be a pedicle almost as thick as two fingers, 
but so short that estimation of its length was impossible. In 1908 
the growth was quite sessile on the uterus, and its diameter was 
roughly 13 inches. The uterine cavity measured 2} inches by the 
sound. (Plate III, Fig. 6.) Early in 1909 (Plate III, Fig. 7) a 
projection from the posterior wall of the uterus represented the 
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tumour, and in July only a slight irregularity could be recognized at 
what was formerly the site of a growth of considerable size. When 
examined early in the present year (1910) not even the slightest 
irregularity could be detected, although it is possible that if the 
site were to be cut down on some fibrous thickening, or even a small 
fibrous nodule might be still found. Still from the clinical point of 

view the fibroid has ceased to exist. 


Case ut. Mrs. D., who was under the care of Dr. Mitchell 
Roocroft, of Wigan, was first seen in May 1890, when she was 
54 years of age. She had had one child many years previously. 
The menstrual periods lasted 6 days, were of the 21-days type, and 
had been regular until September 1889, when amenorrhea began and 
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continued until March 1890. Since the latter date two “ floodings ” 
had occurred. 

The notes state that the lower half of the abdomen was occupied 
by a hard, bilobed tumour, the right half of which was larger than 
the left. (Plate IV, Fig. 1.) 

A diagnosis of fibromyomata of the uterus was made, and the 
patient advised not to undergo operation. 

April 1891: It was noted that the tumour had diminished “ to a 
half of its former size.” (Plate IV, Fig. 1.) August 1893: There 
had been no loss of blood for twelve months, except for a “ show” 
early in July. A lump, about the size of an English walnut, could 
be felt on the left side of the lower abdomen. (Plate IV, Fig. 2.) 
It was quite movable, and could be pushed about from the umbilical 
to the left iliac region. The uterus lay somewhat to the right of the 
middle line, and was connected to the lump by a band which could 
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be distinctly made out. The contour of the uterus itself was that of 
the normal organ, and no irregularities could be discovered. The 
sound passed 3} inches. The uterine appendages could not be 
distinguished. 

This patient was alive and well in 1908, and had had no pelvic 
trouble since 1893. Unfortunately, there has been no opportunity 
of making further investigations into the local condition. 


Case Iv. Miss W., aged 44, was first seen in July 1891. The 


| history was one of good health up to 3 or 4 years previously, and of 


normal menstruation up to six months before the visit. For these 
six months there had been profuse menorrhagia. 

The greater part of the abdomen was occupied by a large, hard 
tumour with an irregular surface. On the right side its upper border 
was distant “four fingers breadths from the ribs”; on the left a 
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projection passed into the loin, and this actually pressed against the 
lower ribs and costal cartilages. (Plate V, Fig. 1.) The tumour was 
mobile. Vaginal examination was made with some difficulty through 
an intact hymen, and at first the cervix could not be located, but on 
the surface of a hard mass lying in Douglas’s pouch and bulging 
forward the posterior vaginal wall, there was found a slit. Through 
this the uterine sound could be passed to the left for a distance of 
34 inches. 

Shrinking of the abdominal mass occurred steadily up to 1892. 
(Plate V, Fig. 1.) In that year the menopause occurred (at the age 
of 45). In 1898 the tumour was entirely pelvic and of the size of a 
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* mandarin orange.” (Plate V, Fig. 2.) In 1906 the condition was 
unchanged, except that the surface of the growth had become 
irregular, spiculate and of stony hardness—evidence of calcareous 
deposit. The patient enjoyed fairly good health except for pain over 
the precordium. The heart was considerably enlarged, the apex 
beat being in the anterior axillary line, but no bruits could be 
detected. This year (1910) the patient, now aged 63, remains in 
good health, and is contemplating matrimony. 


CasE v. Miss T., aged 51, came in February 1892 on account of 
pain in the right iliac region. Menstruation had been irregular for 
some time, five periods only having occurred during the previous 
year. The lower abdomen was occupied by two swellings which were 


) 
(4) Oct 1905. 
(3) Oct. 96 al 


30 Journal of Obstetrics and Gynecology 


connected together (Plate VI, Fig. 1); that on the right was the 
uterus, while a fibroid formed the one on the left. The sound passed 
34 inches into the uterus. 

Diagnosis: Fibromyoma of uterus. Treatment: non-operative. 

The diminution of the tumour is shown in the diagram. Plate VI, 
Fig. 1-4.) The menopause occurred in 1893, at the age of 52. 
Abdominal pain and tenderness were frequently present for thirteen 
years after the menopause. In 1905 the tumour appeared to be the 
size of the head of a child one year old. In 1909 the tumour and 
the senile uterus together had the size of a hen’s egg; the general 
health was fairly good, and pain had entirely gone. For fourteen 
years pain had been the characteristic of this case, and it was not 
until the patient had attained her 65th year that she enjoyed freedom 
from it for any length of time. 


(2) 


@) 
Sep. 19.1906 


M*SD. e.6. 
AW 


Case vi. Mrs. D., a childless widow, first came under notice in 
August 1892. She was at that time 43 years of age, and gave a 
history of good health up to a year previously. The chief complaints 
were of menorrhagia, abdominal pain and swelling. The menstrual 
periods occurred regularly, lasted seven days and were profuse. An 
irregular tumour was found reaching up to midway between pubes 
and umbilicus. (Plate VII, Fig 1). Per vaginam, the left lateral 
fornix was obliterated by a mass that bulged down from above and 
tilted the cervix obliquely upwards across the right fornix. The 
uterine sound passed 4} inches, the uterine cavity lying in front of 
and somewhat to the right of the growth. 
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Diagnosis: fibromyoma uteri. 

Treatment: Non-operative advised and accepted. 

Three months later the tumour was noted as being “less” (as 
shown in Plate VII, Fig. 1.) The patient was becoming stouter, and 
during the subsequent twelve months she became very obese. In 
1894 the upper border of the tumour lay 2 inches above the pubes. 
(Plate VII, Fig. 1.) Menstruation was normal and the amount lost 
was normal. Later in the same year the mass was described as 
reaching 23 inches above the pubes, and as being “ round ” in shape. 
(Plate VII, Fig. 2.). Nothing of note occurred until 1896, when 
metrorrhagia began and continued for six months. The tumour 
was “smaller.” (Plate VII, Fig. 3.) The general health remained 
fairly good, but digestive disturbances gave trouble from time to 
time. In October of the same year I saw the patient for the first 
time, and found that a mass reached 5} inches above the pubic crests. 
(Plate VII, Fig. 4.). The whole mass had become tilted over, so 
that the cervix was now directed to the left and the fundus uteri to 
the right, and as the result of the alteration the mass had risen in 
the abdomen. In 1899 the upper limit was 1} inches above the 
pubic crests, and the cervix was once more directed to the right side. 
The whole mass showed a tendency to descend into the pelvis. 
Menstruation had been in abeyance since October 1898, 7.e., the 
menopause occurred at the age of 50. In 1900 the tumour and uterus 
were found mainly in the pelvis. There had been constipation, but 
no bladder symptoms. The dyspepsia had been particularly 
troublesome. A ring pessary was placed, much to the patient’s 
comfort. (Plate VII, Fig. 5.) During the next four years very 
little change took place in the tumour, but the general health 
was never very good, and the dyspepsia continued off and on despite - 
the attention of Dr. G. H. Griffiths, of Deganwy. Piles became 
troublesome in 1903, and an anal fissure developed. In 1904 the size 
of the pessary was decreased on several occasions, and, finally, the 
patient was persuaded to relinquish it altogether. She declared she 
was less comfortable without it, experienced difficulty in walking far 
and suffered from downbearing on making any exertion. The tumour 
had, roughly, the size of a Jaffa orange, but estimation of size was 
difficult on account of the extremely fat abdominal wall. In 1905 
she had a severe attack of shingles, which, I understand, kept her 
confined to bed for three months. In October of the following year 
(1906) she called to see me, and complained of rectal tenesmus and of 
blood-stained discharge from the anus. On examination, a rectal 
carcinoma was discovered. This was confirmed by Mr. F. T. Paul, 
who agreed also that the disease was inoperable. On this, the last 
occasion on which I examined the patient, the fibroid was in 
practically the same condition as in 1900. Death occurred early in 
1906. 
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Case vu. Mrs. F., aged 33, was first seen in August 1892. She 
had been married eight years, and three years after marriage had an 
abortion at the ninth week. Hemorrhage was free, and the patient’s 
health had never been quite normal since the mishap. At this time 
the menstrual periods lasted but two days; they had been regular 
since the commencement, at the age of thirteen. A mitral systolic 
bruit was noted. 

On abdominal examination, a hard, ovoid tumour reached from 
the pubes to the point midway between pubes and umbilicus. 
(Plate VIII, Fig. 1.) Per vaginam, the growth projected down into 
the pelvis, but the note does not state the extent of this projection. 
The sound passed five inches to the left of the mass. 


@) 
Mav 18 
1397 
Fesig.t 
May.iQo2. 


MES F case 
G. 546. Pt Vi 

Diagnosis: Fibromyoma uteri. 

Treatment: Operation was advised against, and the patient was 
placed upon chloride of calcium in 10 grain doses thrice daily. 

Improvement in the general condition took place, and the tumour 
lessened in size, its upper border in 1894 being 2 inches above the 
pubes, and by the following year (1895) it was 13 inches above, whilst 
the general bulk had diminished. (Plate VITI, Fig. 2.) No further 
local change was observed until May 1897, when the mass was noted 
as being “fuller” and as lying “higher in the pelvis,” whilst its 
upper border again reached half-way between pubes and umbilicus. 
(Plate VIII, Fig. 2.) Eighteen months later (in 1898) I saw the 
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patient for the first time, and found a large movable, solid tumour, 
the upper border of which lay at a point 12 inches above the crest of 
the pubes. (Plate VIII, Fig. 3.) Per vaginam, the cervix lay about 
3 inches distant from the vaginal ostium; it was normal in shape and 
size, and lay higher than normal, although its inclination was 
unaltered. The tumour mass lay entirely above the pelvic brim, and 
did not project into the cavity. Neither pain nor tenderness were 
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complained of, but the size and weight of the tumour obliged the 
patient to move deliberately, and to adopt, when sitting and walking, 
- the postures assumed by the woman advanced in pregnancy. She 
was ruddy-coloured, tall and of large and well-developed proportions, 
and she enjoyed good health apart from the inconvenience caused by 
the abdominal growth and some occasional rheumatic attacks. In 
this connection it should be stated that the mitral systolic bruit 
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could usually be detected. The menstrual periods now lasted seven 
days, the loss was not excessive and pain was absent. 

During 1899 and 1900 the tumour steadily continued to enlarge, 
and the menstrual loss tended to lessen. At this time the cervix was 
noted to be patulous to the finger, but there was not at any time any 
indication of a polyp, even during menstruation. 

The growth up to the maximum size, attained in July 1904, is 
shown in Plates VIIT and IX, Figs. 4 and 5. The health continued 
good, but in 1903 slight sanguineous discharge continued for two 
months. In 1904 the continued growth of the enormous tumour 
rendered me so uneasy that I felt compelled to insist on the sharing 
of the responsibility with another gynecologist. Accordingly the 
patient saw the late Dr. C. J. Cullingworth, who wrote to me as 
follows :—‘ The case is obviously not one in which one could press 
operation, and as she is disposed to leave well alone, I think the 
proper course is to watch the tumour just as you are doing, and be 
ready to recommend removal in case of anything occurring in the way 
of degenerative change in the tumour or deterioration of the general 
health.” 

However, in the summer of 1904 the tumour had reached its 
zenith, and in February 1905 one could state positively that the mass 
was smaller. (Plate IX, Fig. 6.) During this year the menstrual 
loss gradually lessened, although the periods recurred regularly. 
The shrinking of the tumour went on during 1906, and it is note- 
worthy that the patient complained bitterly of rheumatic pains about 
this time, and that there occurred some enlargement of the thyroid 
gland, especially of the right lobe; further, the pulse acquired high 
tension characters, 

In 1907 (Plate IX, Fig. 7) the tumour was found to have shifted 
its position in the abdomen, an occurrence that had been noticed by 
the patient. Presumably this alteration depended on change of 
shape or conditions of balance, due to shrinking. Per vaginam, the 
mass was found bulging downwards in front of the cervix, but it 
caused no bladder symptoms. Menstruation had become irregular, 
and final cessation took place in October 1907, so that the menopause 
occurred at the age of 48. At this time the tumour had undergone 
perceptible diminution (Plate IX, Fig. 8), and the pelvic projection 
had disappeared. The thyroid gland remained in statu quo, and it is 
of interest to mention that the patient stated a sister had developed a 
similar condition. The pulse tension had decreased. Flushes and 
palpitation were troublesome, and both persisted until 1909. In this 
year the mitral systolic bruit reappeared after an absence of 2 or 
3 years, and it was accompanied by some dyspnea. The tumour 
continued to shrink. (Plate IX, Figs. 9 and 10.) The urine has 
been examined for the presence of acetone, but with negative results. 


Case vi. Mrs. N., aged 49, a widow, who had had four children, 
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the youngest of whom was 20 years of age, was first seen in 1895. 
She complained of an abdominal tumour and menorrhagia. The 
lower abdomen was occupied by a mass of multiple fibromyomata 
reaching almost to the umbilicus. The cervix was pulled up into the 
upper part of the pelvic cavity, the latter not containing any part of 
the tumour. Plate X.) I saw the patient first in 1899, and she then 
told me the menopause had taken place in 1897, when she was 
51 years of age. She had well-marked presystolic and systolic mitral 
murmurs, and the cardiac condition caused such distress that 
examination of the tumour was very unsatisfactory, but in the erect 
position the tumour mass seemed to be smaller than in the sketch 
shown. In 1900 it was found that the mass reached to a level half- 
way between pubes and umbilicus, but this diminution was more 
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apparent than real, because the lower part of the tumour now 
occupied the greater part of the pelvic cavity, with the result that 
symptoms of pressure on the bladder had arisen. These were relieved 
by the use of ring pessaries. No further change occurred in the 
tumour up to 1905, when the patient was last seen. In 1909 a letter 
was received stating that the tumour had ceased to give trouble since 
“some time past” and declining any further examination. The 
patient was at the time 63 years of age, and was almost blind 
_ (bilateral cataract). At a moderate computation, the fibroid had 
given trouble for ten years after the menopause. 


Case 1x. (Miss R.) is that of a single lady who had been under the 
care of the late Dr. Thorburn, of Manchester, for uterine displace- 
ment alleged to have been caused through an accident in 1872. In 
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1882, when the patient’s age was 35, Dr. Thorburn told her “a lump 
was growing on the back of the womb,” but he advised her “ to leave 
it alone.” After Dr. Thorburn’s death she came, in 1887, under my 
father’s care, when her age was 40. At that time menstruation was 
profuse and painful, lasting seven days instead of the normal three. 
The uterus measured 23 inches by the sound; it was retroflexed, and 
in its posterior wall some thickening was detected. (Plate XI, 
Fig. 1.) Pessary treatment was successful in maintaining the uterus 
in its normal position, but the menorrhagia increased, and in April 
1888 an interstitial fibroid was recognized in the posterior wall 
(Plate XI, Fig. 2), and the sound could now be passed 33 inches. 
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The waiting policy was pursued, whilst the menorrhagia con- 
tinued and the tumour increased in size. In 1891 it is stated that 
“the tumour has shifted its position, and is now 2} inches above the 
pubes, pain and floodings continue.” (Plate XII.) In 1893 the 
upper border of the growth lay midway between pubes and umbilicus. 
(Plate XII.) The menopause occurred in 1899, the patient being 
52 years of age. I saw the patient in 1901, when the abdomen was 
much enlarged and so tender that the tumour could not be definitely 
outlined, although it appeared to rise to a point midway between 
pubes and umbilicus, and this was confirmed in 1902. Since that 
time no opportunity of examining the tumour has been vouchsafed, 
but the patient, who is a woman of education and intelligence, writes 
(February 1910) that the growth had become much smaller, although 
she can still feel “a lump, about the size of a lemon, and of oblong 
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form, rather to the left side of the abdomen. The uterus has come 
down into the passage now, but it does not trouble me so far.” 
The patient, now aged 63, leads a life of invalidism. 


Case x. Miss F. was first seen in October 1886, when she was 
31 years of age. Menstruation !-?/,,, scanty. She was at that time 


(4) 


MissR.case 9. 
E. S88. 


1887 


O 


(3) 


March 4" 1910 


Mss. case./O. 
£.450. P/XII 
wearing a Hodge pessary for retroversion, and had numerous 
_ symptoms of a secondary neurasthenic kind. Seven years later two 
fibroids (Plate XIII, Fig. 1) were discovered. 
I first saw her in 1899, when the greater part of the pelvic cavity 


was occupied by the enlarged uterus. (Plate XIII, Fig. 2.) 
Menstruation ceased in 1900, when the patient was 46 years of age. 
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In 1901 the mass was sensibly smaller, and next year the decrease 
was undoubted. 

For five years nothing more was heard of her, but she reported 
herself in 1907, and stated that for long she had been under 
treatment for neurasthenia. She complained of pelvic pain and 
downbearing due to retroflexion of the uterus. After restoration to 
the normal position it was estimated to have the size of a ten weeks’ 
gravid uterus. 

The last occasion on which the fibroid was examined was in 
March 1910, when the corpus uteri was found to be small, of about 
the size of a walnut; low down on its anterior surface was a small, 
movable, fibroid nodule, and attached to the posterior wall was a 
sessile, subserous fibroid, of the size of a bantam’s egg. This fibroid 
was hard, but did not appear to be calcified. (Plate XIII, Fig. 3.) 

Despite the pessary, pelvic discomfort is ever present, and it is 
evidently compelling the patient to meditate on the possibilities 
of relief by operation. She leads a life of semi-invalidism, which, I 
understand, necessitates frequent medical attention. 

It is regretted that there are only nine chronic cases included in 
this paper, because so small a number constitutes but a fragile 
foundation on which to build general conclusions. Since Alban 
Doran's papers |! were written but little has been published on the 
subject. Cases of disappearance of fibroids in connection with 
the puerperium have been reported, but, apart from such special 
conditions, I have found but one case. Hennig}? related it to 
the Leipzig Obstetrical Society, but in the briefest terms. The 
patient suffered from aortic stenosis, and died of renal disease. She 
had formerly had an “enormous tumour” which had undergone 
shrinking before death until its circumference could scarcely be 
differentiated from that of a moderately hypertrophied uterus. Some 
details are given of the condition of the uterus as found at the 
post mortem examination. Dimensions of uterus: length=8cm., 
breadth=6cm., thickness=4'5cem. On mesial section the uterine 
muscle appeared hypertrophic. In the right half, close to the cavum 
uteri, was embedded a knot measuring 3 cm. in diameter, and partly 
calcified. In the left half was a fibro-muscular knot measuring 
2°5 em. in diameter. 

These data are too brief to allow of inclusion of the case amongst 
the writer’s so that to the latter must be restricted the following 
short analysis :— 

Parity. Five patients were single and nulliparous (Cases ii, 
iv, v, ix and x), one (Case vi) a barren widow, one (Case vii) had had 
an abortion prior to the appearance of her tumour, one (Case iii) had 
had one child, and two (Cases i and viii) had had several children. 

The varieties of fibromyomata. In Case i the main tumour was 
without doubt an interstitial one throughout, but there were two 
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small growths which were either subperitoneal or were covered only 
by a thin muscular layer. In Cases ii and iv, vi and x the primary 
form was interstitial; in the formal form all of these became sessile 
subjeritoneal. In Cases viii and ix there have been throughout 
multiple interstitial and subperitoneal growths. In Case vii the 
precise variety is a matter of doubt, while in Case iii it is uncertain 
whether the tumour was at first an interstitial or subserous one. Its 
final form (or at any rate, the final form of the growth that persisted 
in shrunken form) was the pediculated subserous. Thus in five cases 
the initial interstitial form was gradually replaced by the subserous. 
Periods during which the cases were under observation : — 


Case. Period of time. 
I. 5 years. 
II. 20 years. 
III. 3} years. Reported well 16 years later. 
19 years. 
¥. 17 years. 
13 years. 
VII. 18 years. Still under observation. 
VIII. 10 (-15) years. 
IX. 28 years. 
X. 24 years. 


Growth of the tumour to the maximum was observed in four cases : 
Case i, in which growth was so rapid as to warrant the term “ acute,” 
and Cases vii, ix and x, in which the increase was slow—chronic. 
In three cases the fibroids were watched from their earliest 
beginnings, the opportunities occurring because all three patients 
were under treatment for uterine displacements prior to the 
appearance of the myomata. Case i suffered from prolapsus, Cases ix ” 
and x had troublesome retroversions. In the other six cases the 
growths had attained their maximum size before or when they were 
first examined. 

Shrinking of the tumour. Incomplete shrinking occurred ineight 
out of the ten cases. A noteworthy point is the rapidity with which 
it took place at first in Cases ii, iii and iv. In Case ii there occurred 
in the course of eighteen months a decrease. to almost one-fifth of the 
original size, so that the tumour became once more a habitant of the 
pelvis. Yet 18} more years had to pass ere the growth finally 
disappeared. In Case iii, during a period of eleven months after the 
first examination, a decrease to less than half the original size took 
place, and in Case iv, during the ten months following the first 
examination, a decrease to nearly half of the original size. Whether 
these decreases depended on genuine absorption of the component 
elements of the tumour is questionable; some such absorption may 
have been in progress, but one must bear in mind the possibility of 
lessening in bulk by reason of reduction of edema. This hypothesis 
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is supported by the circumstances that in Cases ii and iv chloride 
calcium was being taken in gr. x doses thrice daily, and this salt is 
reputed to possess the power of abating edema. I believe edema 
explains certain temporary alterations in size that were observed in 
Cases v and vi. In case vi it was repeatedly found that within 
short periods of time the size of the tumour varied, and similar 
changes were also noted from time to time in Case v. 

Relation of shrinking to the menopause. In Case i disappearance 
occurred before the menopause had taken place, but the latter must 
undoubtedly have commenced to exercise an influence, since 
menstruation, although profuse, had become irregular. 

In closing the discussion on his paper! read before the Obstetrical 
Society in 1893, Alban Doran mentioned that Skene Keith seemed 
correct in stating that fibroids did not begin to diminish until two 
years after the menopause. Of the nine “chronic” cases I report, 
in three the tumour began to shrink before the menopause, in three 
the shrinking coincided with the onset of the menopause, and in the 
remaining three the diminution began after its onset. Of the latter 
three (Cases iii, v and x) in no instance was the commencement of 
shrinking delayed for more than one year after the menopause. 

Cardiac disease. Valvular disease existed in Cases i, vii and viii; 
dilatation and hypertrophy of the left heart in Case iv. The points 
in the several cases are as follows :— 


Cases of Valvular Disease. 

CasEr. (a) The patient suffered severely from mitral regurgita- 
tion prior to detection of the fibroid. 

(6) With its development, and the onset of menorrhagia, 
the heart trouble became at first exaggerated, but 
subsequently improved under special treatment, 
although the fibroid continued to grow. 

(c) Notwithstanding the severe menstrual losses anemia 
did not supervene. 

Cask vir. (2) When the patient was first seen there were present 
both a fibroid and mitral regurgitation. 

(6) The patient was markedly rheumatic. 

(c) During the growth of the tumour to its maximum 
the cardiac condition did not cause any symptoms. 

(d) Mild symptoms of a temporary kind (slight short- 
ness of breath on exertion) occurred several years 
after shrinking of the tumour had begun. 

Case viit.(a) When the patient was first seen she had a large 
fibroid uterus, but no cardiac disease existed, 
although menorrhagia had led to deterioration of 
general health. 

(b) Pre-systolic and systolic murmurs developed after 
the menopause. 
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Case of Dilatation and Hypertrophy of the Left Heart. 

CasEtv. (a) The tumour continued to shrink from the time the 

patient was first seen. 

(b) During the early and middle periods of observation 
no cardiac disease was detected. It developed 
after the tumour had dwindled to a size that 
that permitted it to become a pelvic habitant, and 
after calcification had occurred. 

Of the ten cases, therefore, it is doubtful whether, even in one of 
them, the tumour can be charged with any causative influence in the 
production of heart disease. Nine of the ten were instances of 
women who for years had struggled along with their tumours, and 
in such cases one would expect that cardiac disease would certainly 
develop if there were any real foundation for the view that fibroids 
tend to produce cardiac lesions. Thomas Wilson !° found that out of 
72 cases of fibroids submitted to operation, “there were objective 
signs of more or less severe affections of the heart in 33, or nearly 
46 per cent. Of these, however, 12 had murmurs, probably hemic.” 
Six had valvular disease, 14 myocardial affections and one adherent 
pericardium. Wilson maintains that these lesions depended largely 
on the fibroids, and similar views have been advanced by other 
writers. On the other hand, Howard Kelly and Cullen® state: 
“Some authorities claim that the myoma in itself brings about 
cardiac changes. If such were the case then the larger the myoma 
the more pronounced would be the cardiac murmur. This has not 
been our experience. The largest tumours have not been associated 
with any cardiac symptoms, but the heart complications have almost 
invariably been associated with copious bleeding from the uterus. 
Most of the murmurs noted in our cases were, at the time, considered . 
to be functional.” 

High pulse tension occurred only in Cases i and vii, in both of 
which it was associated with cardiac disease, and in both renal 
disease was absent. In Case i the high pulse tension preceded the 
appearance of the fibroid. In Case vii it occurred during the 
shrinking of the fibroid, and coincided with the enlargement of the 
thyroid gland. It was quite temporary, and probably had no 
connection with either. : 

The condition of each patient prior to and after the menopause : 
Case. Health priorto Menopause. Health subsequent to Menopause. 

I. Semi-invalidismtoinvalidism. Good. Prolapsus uteri. 

Prolapsus uteri. Cardiac. 
II. Fairly good. Excellent. 
IIT. Fairly good. Good. 
IV. Goodenough to permit patient Good. 
to follow teaching profession. 
V. Poor. Abdominal pain and Abdominal pain for 13 years. 
tendernessfrom timetotime. after menopause. 
Nervous irritability. 
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VI. Indifferent with occasional Indifferent up to death from 
periods of fair health. carcinoma recti. 


Menorrhagia. 
VII. Good, despite rheumatism and Good. 
cardiac. 
VIII. Poor. Cardiac. Fair. Tumour gives no trouble. 


Double cataract and blindness. 
IX. Indifferent. Abdominalpain Invalid. 
and tenderness. Menorrhagia. 


Gout. 
X. Poor. Retroversion. Pelvic Semi-invalid. Neurasthenia. 
discomfort. Retroflexion. 


Thus, of ten patients, two had fairly good health up to the time 
of the menopause, and two moderately good. The other six had 
either poor or indifferent health. After the menopause the health 
was good in four, but of these one had lost her tumour. Another 
(Case i), who had also lost her tumour, enjoys good health, but she 
has not yet attained the menopause. Of the remaining five, one died 
after a long period of ill-health and suffering; one is still troubled 
by abdominal pain; one leads a life of invalidism, another of semi- 
invalidism; whilst the last obtains such enjoyment from life as a 
sightless old age can offer. 

To wy thinking this recital constitutes a serious indictment of the 
application of palliative treatment to cases of uterine fibromyomata. 
Even in our own profession still lingers the legend that after the 
menopause fibroids will disappear, or at least cease to trouble. 
Pathology has done much to expose this fallacy. From the clinical 
side, nine of the cases related illustrate the trials and discomforts 
endured by the lifelong possessors of these tumours. Viewed from 
this standpoint alone, palliative treatment appears inapplicable to 
cases in which fibroids cause symptoms and the condition of the 
patient’s general health justifies operation. 
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B. Coli Infection of Urinary Tract Complicating 
Pregnancy.* 


By E. Narrer Buryerr, M.D., F.R.CS. (Edin.), M.R.C.P. (Edin.), 


Newcastle-on-Tyne. 
Introduction. 

Of the many complications of pregnancy, invasion of the urinary 
tract by micro-organisms is one that in this country has hitherto 
failed to attract the attention which it merits. 

It is a formidable complication of the pregnant state full of the 
gravest issues to both mother and child. On the Continent, especially 
in the French and German schools, the subject has been investigated 
by many of the foremost authorities, but at home bacillus coli 
infection of the urinary tract is scarcely mentioned, even in the most 
recent text-books; at most, we have the subject discussed in a few 
articles scattered throughout medical journals. 

There are probably many reasons in explanation of this neglect, 
but foremost among such I would put the fact that this lesion of the 
urinary system simulates so many other diseases; in fact the mimicry 
is so well established as to deceive the most experienced. 

Cases of this affection under my observation have been diagnosed 
as acute appendicitis, acute intestinal obstruction, renal stone, acute 
pleurisy, pneumonia and enuresis. 

Another important reason for the apparent neglect of this disease 
is the unsatisfactory nature of the ordinary urinary examination. | 
So long as the urine is of normal specific gravity, acid in reaction, 
and yielding negative results to the tests for albumen and sugar, it is 
labelled as being normal, and yet such a urine may be teeming with 
pathogenic bacteria. 

Again, in the majority of acute cases of this disease bladder 
symptoms are few or absent altogether, and thus the urinary system 
fails to attract the physician’s attention. The urinary examination 
to detect this infection must not be restricted to a chemical estimation, 


as the urine requires to be submitted to a microscopic and bacterio- 
logical examination. 


Nomenclature. 

There is a tendency nowadays among those who would be precise 
to consider certain pathological states, not as diseases in themselves, 
but as complex symptoms, e.g., it is stated that asthma, chorea and 
epilepsy are not diseases in the strict sense of the word, but are 


* Read before the Edinburgh Obstetrical Society, May 11 1910. 
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merely syndromes or symptom-groups. This refinement of 
terminology is probably not of much present value, though the spirit 
that prompts it may in due time help us to the recognition of real 
proximate causes and so to more accurate and more comprehensive 
names. 
To this affection of the urinary tract (and its associated symptoms) 
a good many names have been applied, and these vary chiefly 
according to the ideas of the etiology and pathology of the condition 
held by the different writers, e.g., pyelitis of pregnancy, bacillus coli 
cystitis, ureteritis, pyelonephritis, cysto-uretero-pyelitis, uro- 
septicemia, urosapremia, etc. Until certain missing links in the 
chain of caution have been discovered I prefer to speak of this 
condition as “infection of the urinary tract by bacillus coli.” All 
the above-mentioned terms may be quite applicable to cases of this 
disease, for the brunt of the malady, so to speak, may fall upon the 
upper, the intermediate or on the lower part of the urinary passages. 
In 1881 Bouchard, in examining the urine of 65 typhoid patients, 
demonstrated the special bacillus in 21 cases; and it was in the same 
year that Sir W. Roberts first made use of the term “ bacteriuria.” 
But “ bacteriuria” or “ bacilluria ” has of later years come to be 
restricted to the condition where the urine contains micro-organisms; 
it may be in great abundance, but causing no symptoms, and 
certainly giving rise to no inflammatory lesion evidenced by pyuria. 
Restricting the term bacilluria to this meaning, I wish to dismiss 
it at once as not being applicable to the condition here described. 
Following the recognition of micro-organisms in the urine, 
discussion arose as to whether the kidney eliminated bacteria as a 
normal function, or whether such elimination was dependent on 
some renal lesion. This problem is still far from being settled, 
although, I think, the majority of observers agree with Sherrington, 
that some lesion, which may be very minute, is essential for the 
passage of bacteria from the blood-stream into the urine. 


Historical. 

For many years much French and German literature has been 
devoted to this subject, much more than has been the case in our own 
country. With the comparatively recent advances in the science of 
urology, especially in cystoscopy and ureteral catheterization, the 
approach to the study of this disease has been much accelerated. 

The French school has long been famous for the interest it has 
taken in urological studies. For one of the earliest descriptions of 
pregnancy pyelitis we are indebted to Rebland, who read a paper 
recording five cases before the Congress de Chirurgie in 1892. In 
1899 Cader gave an excellent review of the subject in L’Obstétrique, 
Vol. iv. 

More recently Opitz and Albeck have written on this condition, 
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and their writings more than any have extended our knowledge of 
the disease. 

Much investigation in this connection has also been done in 
Schauta’s Clinic at Copenhagen, and this is as we should expect 
when we remember the great example given to the Danish school in 
the urological work of Rovsing. 

As illustrations of a condition not always to be easily diagnosed 
I give below brief histories of four cases which have recently come 
under my observation : — 


Case 1. Mrs. G., aged 24, primipara, pregnant 4 months, was 
suddenly seized with acute abdominal pain, accompanied by rigor; 
temperature 103°F., pulse 106. Tongue furred, bowels constipated, 
frequent and painful micturition. Great pain and tenderness over 
McBurney’s area with rigidity of right abdominal muscles. 

The diagnosis of acute appendicitis was made by the family 
doctor, and confirmed by a surgical colleague, who advised immediate 
operation. Both patient and friends demurred to operative treatment, 
and, on account of the associated pregnancy, I was asked to see the 
patient. 

There was no doubting the marked mimicry of appendicitis, 
and but for one sign I would have agreed, realizing the seriousness 
of appendicitis complicating pregnancy, in urging the operation. 
On physical examination I found pain complained of on pressure 
over the appendix area, but much more when I applied my hand over 
the right kidney region. Here I found, on the posterior aspect, a 
wide area of excessive superficial tenderness. Having previously 
noted the importance of this sign in some other similar cases, the 
possibility of a urinary lesion readily suggested itself; considerable 
abdominal distention was also present. A catheter specimen of - 
urine was obtained, and showed sp. gr. 1020. Acid reaction, no 
sugar, small quantity of albumen, no blood. Bacteriological report, 
B. coli in pure culture, with pus cells and epithelial debris. 

Rectal examination was negative. Per vaginam, the right ureter 
felt abnormally thickened and very tender; the left ureter was small 
in comparison and located with difficulty. 

With treatment the acute symptoms disappeared within a week, 
although the bacilluria persisted, in diminishing quantity, for two 
months. Parturition at full time was normal, and likewise the 
puerperium. 


Case ur. Mrs. D., et. 29, quartipara, pregnant 5 months. When 
away from home complained of sudden severe pain in the “right 
side,” as she expressed it, “at the bottom of her ribs behind ”; she 
had a rigor; temperature 102°F., pulse 100. There was some 
frequency of micturition, bowels constipated, nausea and vomiting; 
abdomen slightly distended. The pain in the side “caught her 
breath,” and hampered her breathing. 
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The diagnosis made was right basal pleurisy. When I saw her 
she was still complaining of this “ pleurisy pain,” which was easier 
some days and worse on others. On physical examination I could 
find no evidence of pleurisy, but noted that the pain complained of 
extended well below the costal border, and there was well-marked 
hyperesthesia and tenderness over the whole kidney neighbourhood. 
There was no pain or tenderness complained of in the appendix area 
in front. A specimen of urine was examined and found to contain 
a small sediment of pus. The reaction was acid; microscopically, the 
deposit showed pus cells, active leucocytes and epithelial cells. The 
bacteriological report was, B. coli present. 

Vaginal and rectal examinations were negative. 


The effect of treatment was to improve the patient’s condition, 
but throughout the remainder of the pregnancy the renal area of 
tenderness persisted, with occasional exacerbations of the pain and 
of the bacilluria. Labour was at term, requiring the aid of forceps, 
every possible precaution being taken, including the use of sterilized 
gloves in vaginal examination. The puerperium was normal until 
the tenth day, when “ white leg” developed, first on one side and 
then on the other. Being so certain of my technique at the labour, 
I suspected the B. coli as causing the complication, and, taking a 
uterine swab, the bacteriological report was, bacillus coli in 
abundance. The ultimate recovery was good, and all renal tenderness 
disappeared. 


Case 1m. Mrs. M., primipara, pregnant four months. Previously 
a strong, healthy woman, never ailed anything; but since becoming 
pregnant complained several times of “lumbago attacks.” She 
became suddenly ill with vomiting and sickness, accompanied by 
rigors and severe abdominal pain with dysuria. Temperature 103°F. 
to 104°5°; pulse 116. No history of constipation. 

There wasa marked right-sided renal area of tenderness, so marked 
that the patient resisted being touched in that area; considerable 
abdominal distention. For ten days the patient had remittant 
temperature, with occasional rigors, and gradually developed a 
general toxic condition with dry tongue and delirium. Blood 
examination gave a leucocytic count of 25—30,000 polynuclears. 
Urine examination—acid, turbid, with a lot of flaky material, loaded 
with pus cells and epithelial debris. Bacteriological report was, 
bacillus coli in pure culture. 

All treatment, including autogenous vaccination, was unavailing, 
and on the twelfth day the general condition became so serious, with 
the appearance in the urine of abundant epithelial casts, that 
nephrotomy was decided on; but while the patient was being prepared 
for the operation she came into labour, and aborted of twins, and 
thereafter the acute symptoms subsided. During the puerperium the 
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treatment was interrupted, and this was followed next day by a rigor 
and high temperature, but on resuming the treatment the symptoms 
remained in abeyance. 


Case tv. Mrs. S., aged 28, primipara; pregnant six months. 
Previous health good; no history of constipation. 

Twelve months previously she was suddenly seized with an un- 
accountable attack of acute cystitis, which responded well to 
treatment, but no urinary examination was made. There had never 
been the slightest return of the bladder trouble until one morning 
when she was seized with acute pain in the hypogastrium, accom- 
panied by sickness, frequent and painful micturition; the symptoms 
she described as being very similar to those of a year ago. The 
temperature rose to 101° ¥.; pulse 96. There was an uncomfortable 
abdominal distention. The urine was acid, sp. gr. 1018, contained 
blood pus and epithelial cells. Bacteriological report was, B. coli 
in pure culture. This case, because of the early bladder symptoms, 
was readily recognized. 

On the third day of her illness the patient suddenly complained 
of severe pain over the right kidney, accompanied by a wide area of 
marked hyperesthesia over the right hypogastrium. Vaginal 
examination elicited marked bladder tenderness in the area of the 
trigone, but no ureter dilatation could be felt. With medicinal 
treatment and attention to the bowels the symptoms subsided in a 
week’s time. The treatment was continued throughout the remainder 
of the pregnancy, the patient going to full time. The parturition 
and the puerperium wére normal. 


Symptomatology. 


Various classifications of the clinical aspects of this disease have 
been suggested, such as that of Stoeckel, whose arrangement is: 
(1) slight cases; (2) medium; (3) very severe cases. 

Albeck classifies them as: 

(1) Cases of pyuria with fever. 

(2) Cases of pyuria without fever. 

(3) Cases of bacilluria without pus or fever. 

There is no system of classification entirely satisfactory, but in 
order to obtain a clear idea of the varying aspects in which the 
disease may present itself, we will consider first the acute condition, 
then the chronic type, and, lastly the slight or evanescent cases. 


I. Acute Cases. 


The disease may first manifest itself as early as the fourth month 
of pregnancy, but it has been recognized at all the subsequent months 


of gestation, probably the most frequent being the fifth and sixth 
months. 
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In my own cases I have observed it to be more frequent in 
primipare, and this, I think, is the general experience, but it may 
complicate the first or any subsequent pregnancy. Acute cases are 
divisible into two groups: (1) Those with bladder symptoms; (2) 
those showing renal disturbance, with few, if any, bladder symptoms. 
The latter group constitutes the great majority of cases. The patient 
is suddenly seized with rigor and high temperature, accompanied by 
diffuse abdominal pain, which soon becomes restricted to the right 
renal region; nausea and vomiting are not infrequent. Furred 
tongue, and in most cases constipation, are present. 

The urine is scanty and high coloured, and in some cases 
frequency of micturition and dysuria are complained of. 

On physical examination there is rigidity of the abdominal 
muscles, especially on the right side. The patient at first has some 
difficulty in locating the seat of pain, but frequently she indicates 
the appendix area as the site of greatest suffering. Many cases show, 
even at an early stage, a degree of meteorism, although in the 
majority this does not appear until after some days. 

Palpation readily detects some tenderness at one of three sides, 
the commonest site being over McBurney’s point. In a number of 
cases where the bladder symptoms are pronounced the tenderness is 
most marked over that organ; but, although less frequent, yet the 
most characteristic feature recognized on physical examination is the 
extreme hyperesthesia over a wide area in the right kidney region, 
This area of tenderness I have so invariably found present in my 
pyelitis cases, that I have come to look on it as a sign calling for a 
careful urinary examination. In fact, I lay it down, as a rule, for 
my own guidance, that when a pregnant woman complains of tender- 
ness over McBurney’s point, accompanied by right-sided hyper- 
esthesia in the costo-vertebral angle that the case is more likely to be 
an affection of the urinary system than of the appendix. 


Per vaginam. In the bladder cases there will be tenderness 
present over the whole of the posterior bladder wall, but especially so 
over the trigone area. In a large percentage of cases there is found 
a very tender spot just at the site where the right ureter enters the 
bladder; the ureter here may be so thickened or dilated as to be 
readily palpable from the vagina. 

Temperature. The fever is usually preceded by a chill, or there may 
be repeated rigors, with the temperature rising to 104°F., and falling 
in the morning to 99°F., or even to 97°F., just as in a malarial 
infection. In some cases the renal pain precedes the rise of tempera- 
ture, while in others the pain and temperature appear together. After 
a few days, it may be by the end of a week, the intermittent aspect 
disappears from the temperature chart, and now the curve remains 
persistently high, usually indicating either involvement of renal 
tissue or that the bacillus has attacked some other organ, usually the 
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opposite urinary tract. With this continued high temperature the 
patient gradually assumes a poisoned look, and more or less delirium 
will now be present. 

Pulse. The pulse-rate for several days remains comparatively 
low, 100—110, until some complication arises, when the rate becomes 
increased. 

Pain. This, as already indicated, is invariably present, and may 
be located by the patient, either to the upper or to the lower part of 
the urinary system. 

The minority of cases show the pain in the region of the 
bladder, while the greater number of cases have the renal colic pain 
with a wide area of hyperesthesia over the hypogastric region, 
especially on the posterior aspect. 

James Mackenzie, in his recent book, “Symptoms and their 
Interpretation,” has clearly demonstrated that what we are so 
accustomed to call “renal pain” is not in reality sensitiveness of 
that organ, for the kidney, like other viscera, is in large measure 
insensitive, but that it is of the nature of a referred pain of the 
overlying structures, and especially of the muscles. 

Therefore the symptom here described is not so much cutaneous 
hyperesthesia as a hyperalgesia of the underlying muscle layers. 

Urine. Physical examination of catheter specimen. The odour 
is described by some as being fish-like, but this I have never observed ; 
in fact, in the majority of my cases the urine has had no characteristic 
smell, certainly never any fecal odour which the bacillus coli is said 
to aid in producing while in the alimentary canal. 

Escherich,! who so long ago as 1885 was one of the first to 
distinguish this organism from the bacillus typhosus, has shown that 
when albuminoid bodies are present in the urine the B. coli may | 
disintegrate these and set free such products as indol and sulphuretted 
hydrogen. 

Further, it is important to remember that when the B. coli is 
present in the freshly voided urine in pure culture there is no 
ammoniacal odour, for this organism, unlike many others, has no 
power to split urea. 

Quantity and appearance. The urine may be passed in moderate 
quantity with or without frequency and pain. In B. coli pyelitis or 
cystitis the urine is most frequently turbid, due partly to the 
presence of mucus from the associated catarrh of the urinary 
passages, and also to the presence of flakes of lymph and shreds of 
epithelium and pus cells. In simple cases of bacilluria, 7.e., where 
there is no inflammatory lesion, and where the organism is not very 
abundant, the urine may be perfectly clear, but in other cases of 
bacilluria with very abundant organisms, the urine is turbid and 
very closely resembles that produced by pyuria. 


1. Kelle and Wassermann. Handbuch de Path.-Mik.-organ, Bd. xi. 
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Reaction and specific gravity. At one time the view prevailed 
that in cases of cystitis the urine was alkaline, while the urine of 
nephritis was acid. In this condition the reaction is invariably acid, 
at least when the bacillus coli is present in pure culture such reaction 
is usually inimical to the growth of most other organisms; and yet 
the B. coli tends to thrive in such a medium; but should the infection 
be mixed with, say, staphylococci or streptococci, then the urinary 
reaction may be neutral or even alkaline; that is to say, the reaction 
of the urine depends, not on the site of the inflammation, but on the 
nature of the organism causing the infection. 

Regarding the specific gravity, there is seldom any marked 
abnormality. 

Chemical examination. Sugar is very rarely present, but 
albumen in small quantity is seldom absent, and this may arise from 
the pyuria that is present or it may be due to the presence of blood. 

Hematuria. Although this is not an infrequent complication of 
pregnancy, it is comparatively rare in this disease. In only one of 
my cases was it very marked, and then it was due to a hemorrhagic 
cystitis that developed primarily to the pyelitis. 

The term “idiopathic ” or essential” hematuria of pregnancy 
supposed to be due to some vasomotor change of the renal vessels, was 
formerly much used; but with more precision in pathological detail, 
due especially to the work of Albarran and Rovsing, such theories 
of idiopathic causation have been displaced, so that now, in a case of 
hematuria of pregnancy, if the early vascular changes of chronic 
nephritis (earlier even than the appearances of albumen and casts) 
can be excluded, the physician has to make a diagnosis between 
eclampsia, blood diseases, presence of infective organisms, growth or 
calculus. 

Microscopically. Pus cells and active leucocytes are present in 
more or less number, and the bacillus coli is recognized usually in 
pure culture, either in clumps or in isolated distribution; some red 
cells may also be present, and frequently a considerable amount of 
epithelial debris. The former teaching was, if the pus was from the 
kidney, and not from the bladder, the urine was acid and the 
epithelial cells caudate in appearance, such epithelium being thought 
to be characteristic of the renal pelvis; whereas, when the pus was of 
bladder origin, the urine would be alkaline and the epithelium of 
the stratified type. But we now know that during an attack of 
cystitis there is frequently found a changing form of the bladder 
epithelium, so as to make it practically indistinguishable from renal 
pelvis epithelium. Ranshoff,! quoting Senator, observes “that a 
preponderance in the sediment of mononuclear cells bespeaks the 
renal origin of pus.” 

The only method of definitely distinguishing the source of pus is 

1. Keen’s System of Surgery, Vol. iv. 
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a careful study of the clinical symptoms plus a cystoscopic examina- 
tion with ureteral catheterization. The urine, after some days of the 
acute infection, may manifest involvement of the renal parenchyma 
by the presence of abundant epithelial casts. 

Blood examination. The red cells usually show the changes 
characteristic of a secondary anemia; the polynuclear leucocytes are 
markedly increased. Although in many cases there are strong 
grounds for the suspicion that the infection is a hematogenous one, 
yet the recovery of the B. coli from the blood is exceedingly rare, 
in this showing a parallelism with the tubercle bacillus. This, not- 
withstanding the observations of Rosenberger.! 

Course of the disease. Acute cases untreated run a course of 
several weeks, with a deepening toxemia and repeated rigors. Should 
the patient not abort the renal parenchyma is soon involved, the case 
becoming then one of septicemia. 

II. Chronic Type. 


The onset is more insidious, and has the following clinical 
features: malaise, muscular pains, irregular temperature, the 
persistence of which may be the first thing to attract attention. 
Bladder symptoms may be slight or absent. Pain and tenderness 
of the structures overlying the kidney and ureter, although not 
nearly so marked as in acute cases, is always present. The complaint 
of headaches and general fatigue, wi.. ill-health, plus the presence 
of some albuminuria, lead sometimes, after a negative Widal result, 
to the diagnosis of “ pregnancy kidney ” or the pre-eclamptic state, 
unless a careful urinary examination has been made. It is not 
without interest to note that in several non-pregnant women, whose 
cases have been diagnosed as neurasthenia or chronic hysteria, I 
have found pus in the urine along with large numbers of bacillus 
coli, even although in such cases there may not have been any 
urinary symptoms. 

III. Slight Cases. 


These naturally are often overlooked; but, given a pregnant 
woman complaining of intermittent attacks of “lumbago,” with 
griping pains, especially over the right side, accentuated now and 
then, and with attacks of urinary frequency, the urine ought to be 
carefully examined for evidence of B. coli infection. Stoeckel ! 
asserts that such cases are by no means rare, but that they seldom 
come before the physician, the complaint being considered as trivial. 
In many of such “lumbago” cases he has catheterized the ureters 
and been able by this means to prove a pronounced retention of urine 
in the kidney pelvis, especially on the right side. He concludes 
that these cases show the earliest manifestations of urinary 
obstruction. 

1. American Journal of Medical Sciences, Feb. 1909. 
1. Zeits. f. Gyn. u. Urologie, 1908, Bd. i, p. 43. 
(To be continued.) 
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The Evolution of the Pelvic Floor in the Non-Mammalian Verte- 
brates and Pronograde Mammals. 

R. H. Paramore (Lancet, May 21 and 28 1910), in his Hunterian Lectures, 
endeavours to show the significance of the pelvic floor musculature in man by 
tracing the homologues of the various segments which compose the musculature from 
; their appearance in the lowest vertebrates through successive types, an investigation 
; with which he couples an inquiry into the reason of their appearance and of their 
modification, i.e., of their function, as found in the different animals. According to 
his conception, the levator ani of man, which is homologous with the combined pubo- 
and ilio-coccygeus of other mammals, has originated from an undifferentiated strand of 
muscle fibres, passing from the ventral tail musculature to the pelvic bar in elasmo- 
branch fishes, and can be traced through the amphibia and reptiles (lizards and 
tortoises) to an ancient mammalian pubo-coccygeus (as in hyrax). This muscle 
persisted and developed further in some mammals, and from its anterior fibres the 
ilio-coccygeus of modern mammals was evolved; whilst in others it disappeared, 
explaining the non-existence of the pubo- and ilio-coccygeus in ungulates. The 
coceygeus of man, which is homologous with the ischio-coccygeus of pronograde 
mammals, is first found in the reptiles as a muscle arising from the lateral aspect 
of the root of the tail, being inserted into a median ventral symphysis, and which, 
with its fellow of the opposite side, embraces the post-pelvic continuation of the 
body cavity and the cloaca. 

The author points out that with the gradual evolution of the pelvic floor muscles, 
the muscles of the abdominal wall and thoracic diaphragm have pari passu evolved ; 
and he believes the cause of this development to have been a progressively increasing 
necessity for greater variations of internal pressure, which a gradually increasing 
activity required, and which itself was determined by the increasing competition of 
life—escape and capture—and was only rendered possible by a gradually increasing 
efficiency of the circulatory and respiratory apparatus, in the production of which the 
internal pressure played a prominent part. That is, that all these muscles play a part 
in the production and maintenance of an internal pressure, and that the homologues 
of the pelvic floor musculature exist in all vertebrates for a pressure effect. 

He brings forward evidence which shows that: the homologues of these muscles 
de not function in the lower animals as tail-moving muscles, as is at present generally 
taught; and points out the essential difference between the root of the tail, and its 
free distal part in which the movement of the tail, as generally understood, occurs. 
Flexion of the tail, he argues, is not dependent upon the pubo- and ilio-coccygei, 
because it can take place efficiently in animals in which these muscles are completely 
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absent (ungulates). When present, these muscles act by pulling the tail root towards 
the symphysis pubis and form a powerful apparatus whereby the pressure within the 
abdomino-pelvic cavity is maintained. This explains the persistence of these muscles 
in man, in spite of the disappearance of the tail, the movement of which in lower 
animals is effected by the continuations of the sacro-coccygei—the very muscles in 
man which have suffered almost complete suppression. Thus the representation 
made a year or two ago, that these muscles subserve the locomotion of the prehensile 
ape and the tripod kangaroo, upon which those authors who believe the pelvic viscera 
are supported by the pelvic visceral connective-tissue have relied on as a safe 
bulwark for their contention, is found to be without evidence in fact. 

And the coccygeus of man is not a relic of an abductor caude, because the 
muscles are so placed that if they act individually the tail would be more flexed than 
abducted, and, moreover, such unilateral action has not been shown to occur. “It is 
just as reasonable to suppose,” he says, “that the two muscles, one on each side, 
always act together . . . as it is to take for granted that they invariably react apart, 
as is supposed.” Such bilateral action would result in fiexion of the root of the tail 
as is found to be produced by these ischio-coccygei in such an animal as the porcupine. 
The retention of these muscles in such animals as hyrax and the guinea-pig cannot 
be for any movement upon the tail, since these animals do not possess free tails— 
yet the ischio-coccygei are very well developed. But the condition of the ischio- 
coccygei in all mammals is explained by the necessity for the occlusion of the pelvic 
outlet and the preservation of the pressure conditions within the abdomino-pelvic 
cavity. 

The author does not believe that the pubo- and ilio-coccygei have evolved by an 
extension of a primitive flexor muscle placed upon the ventral aspect of the sacrum 
and the coccygeal vertebre; since a ventral sacro-coccygeus first appears in the 
tortoise, whilst the muscle from which the pubo-coccygeus is descended is present as 
a distinct muscle in the amphibia. 

Whether this conception be true or not depends upon the possibility of showing 
that the muscles found in the non-mammalian vertebrates are homologous with those 
in mammals. A section is devoted to this; and, although the author recognizes the 
difficulty or impossibility of proof, he brings forward several considerations supporting 
his position. He reviews the probable history of the carnivora and ungulates in 
support of the general contention; and finally refers to the geological record to 
show that the horse has evolved from a carnivorous-like animal which possessed five 


digits, and that this supposition is no idle fancy. R. H. Paramore. 


Transurethral Operations in Women. 

Howarp A. Ketty (Journ. Amer. Med. Assoc., 1910, Vol. liv, p. 1607) believes 
that the field of transurethral operation through an open cystoscope is destined in 
time to become a large one. He has employed the open cystoscope for many years 
for the treatment of ulcerated areas in the bladder and for the extraction of small 
foreign bodies. He gives an account of an operation for the removal of several 
smal] calculi from a diverticulum in the bladder through an open cystoscope. The 
only anesthetic used was a 1 per cent. cocaine solution injected into the bladder 


wall. C.N.L. 


Arrest of Vesicular Hzmorrhage Threatening to be Fatal by 


means of Plugging with Gauze introduced through Kelly’s 
Speculum. 


C. D. Josepnson, Upsala (Zentralb. f. Gen., 1910, No. 20), reports: A woman, 
aged 41, had a long pedicled vesical polpus hanging out of the urethra, which a 
doctor removed by a simple cut of the scissors, with the result of hemorrhage so 
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profuse as to endanger her life. The bleeding, however, was arrested by plugging 
the bladder with gauze through a Kelly’s speculum; cystitis supervened, but 
disappeared after a few instillations of nitrate of silver. It is evident, indeed self- 
evident, that a urethral or vesical polypus must not be simply cut away. J.J. M. 


Removal of Neoplasms of the Bladder. 

Epwin Beer (Journ. Amer. Med. Assoc., 1910, Vol. liv, p. 1768). The method 
advocated in this paper for the destruction of new growths in the bladder is to use 
a high frequency electric current through a cystoscope. A Nitze catheterizing 
cystoscope is used through the catheter tunnel of which a well-insulated cable was 
threaded with the vesical end cut off squarely. The applications were made directly 
to the growth, the electrode being pushed a short distance in among the villi under 
the guidance of the eye, and then current was turned on from 15 to 30 seconds 


at various points. The results are said to be very favourable, very little hemorrhage 
or discomfort being caused. C.N.L. 


The Treatment of Dysmenorrheea according to Polano. 

Fratav, Nuremberg (Wiener klinisch-therapeutische Wcehns., 1910, No. 13) has 
treated nearly 40 cases of virginal dysmenorrhcea in the way recommended by Polano, 
applying cupping glasses, 7-8cm. in diameter, to the breasts for half an hour daily 
for 4 or 5 days before the appearance of the menses. The effect was good in all 
cases, but of every variable degree, from the disappearance of the worst symptoms 
to complete freedom from pain. Permanent cure is only obtained in exceptional 
cases; if the treatment be omitted the troublesome symptoms generally recur 
unchanged. Flatau recommends this simple proceeding, which favours the develop- 
ment of the breasts, in all cases. In one very sensitive patient, however, it seems 
to have led to great sexual excitement. J.J. M. 


A Case of Acute Complete Inversion of the Uterus. 

C. C. BARROW (Amer. Journ. of Obstet., March, 1910) reports a case in a patient 
upon whom Alexander’s operation had been performed for retroversion with sterility. 
After a low forceps delivery the uterus, with the placenta wholly attached to the 
fundus, became spontaneously completely inverted. It was immediately replaced, and 
remained in position, the patient passing through a normal puerperium. The case 
was reported on account of its rarity, the uneventful recovery and the fact that there 
was an absolute lack of symptoms, the patient suffering no hemorrhage and no shock. ~ 

In the discussion following the report of the case it was pointed out that the 
complete attachment of the placenta was the reason of the lack of hemorrhage. 

J. B.B. 
New Operation for Prolapse of the Uterus. 

M. T. Harris (Journ. Amer. Med. Assoc., 1910, Vol. liv, p. 1605).—The operation 
suggested in this paper has the distinction of being original. The author considers 
that the support of the utero-sacral ligaments is the most essential factor in 
maintaining the normal position of the uterus. He proposes to replace that support, 
where lacking, by suturing the tendon of the psoas parvus muscle to the back of the 
uterus, and has performed this operation several times on the cadaver and twice on 
the living subject, with beneficial results. In cases where the psoas parvus muscle is 
missing, the inner tendon of the tendon of the psoas itself may be utilized. 


C.N.L. 


Fatal Intraperitoneal Hemorrhage from a Uterine Myoma. 
Rup. Tu. JascuKe (Zentralb. f. Gyn., 1910, No. 19) reports: A woman, aged 43, 
while lifting a heavy weight, suddenly became collapsed and pulseless. She was 
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admitted into the klinik 14 hours afterwards, and laparotomy was performed at 
once. The source of the hemorrhage was found in a rupture, the size of a pin’s 
head, in the wall of a small subserous varix behind the tubal angle of the uterus, 
that organ having been converted into a myoma as large as a child’s head. Supra- 
vaginal total hysterectomy was performed, but the patient died from cardiac failure 
three hours afterwards. The autopsy disclosed the most extreme anemia of all the 
viscera. 

Jaschke has found 11 analogous cases recorded, of which only 3 were saved by 
timely operation. J.J.M. 


Metastasis of a Uterine Carcinoma into the Caecum. 

E. von MruAtxovics, Pest (Zentralb. f. Gyn., 1910, No. 17), reports: a woman, 
aged 33, who underwent a total hysterectomy (Wertheim) a year ago, had for 
three months noticed an enlarging tumour in the cecal region. The tumour, as large 
as a small apple, arose from the wall of the cecum and was removed by the resection 
of a considerable portion of large and small intestine. Histologically the growth 
proved to be a squamous epithelial cancer without cornification, and accordingly a 
metastasis by retrograde transport through the lymph channels, as described by 
Recklinghausen, of the cancer of the uterus removed a year previously. J.J. M. 


A Case of Chorionepithilioma. 

C. E. Topp (Australasian Med. Journ., Vol. xxix, No. 3) records a case of 
chorion-epithelioma in a tertipara. The patient, after a period of two months’ 
amenorrheea, commenced to lose, and as the uterus was enlarged and the cervix 
relaxed, admitting the finger, the diagnosis of threatened abortion was made and 
appropriate treatment prescribed. Nothing like a mole had been passed and her 
general health at this time was good. Seven months later the patient was seen 
again. The general health had undergone a marked change. She was markedly 
anemic and wasted, with a temperature of 102° F. at night. The liver was enlarged 
and a tender projection into the left hypochondrium was present. There were signs 
of consolidation in both lungs, but the expectoration was not blood-stained. Locally 
the uterus was enlarged to the size of a four months’ pregnancy. The cervical canal 
was dilated and muco-purulent blocd-stained discharge was seen escaping from it. 

A few months later a spongy mass was passed from the uterus. Another swelling _ 
appeared in the liver; the expectoration became blood-stained, and numerous small 
swellings resembling hematomata appeared under the skin in various parts of the 
body. The general condition rapidly went from bad to worse, and she died from 
exhaustion a few days later. 

A full account of the microscopical appearance of sections taken from the interior 
of the uterus concludes the report. J. A.W. 


Histological Researches on the Influence of Roentgen Rays upon 
Human and Animal Ovaries. 

K. Reirrerscuerp, Bonn (Zentralb. f. Gyn., 1910, No. 18) found, in all the 
animals experimented on (mice and one monkey) marked signs of degeneration in the 
ovaries, consisting in lesions of the follicular epithelium and destruction of the 
primordial cells. In six instances he had the opportunity of examining human ovaries 
that had been subjected to radiation, and in them also he found that the entire 
primordial follicle was degenerated. These experiments explain the clinical results - 
of the Roentgen rays, where used therapeutically. J.J. M. 


Extra Uterine Pregnancy. 

J. R. Laveuir (Journ. of Amer. Med. Assoc., 1910, Vol. liv, p. 1688).—The 
patient had been married six years without having had any children. She had 
missed two periods, had severe pain in the right side and a blood-stained discharge 
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for three weeks before she was seen. On examination the physical signs were those 
of pelvic peritonitis, for which she was treated for four weeks with some improve- 
ment. By that time the bowels became very loose with blood-stained stools, and 
a partially decomposed fcetus was passed from the bowel. A large abscess was 
evacuated through the vaginal vault. After some months of surgical vicissitude 
the patient made a perfect recovery. C.N.L. 


A > Bilateral Tubal Pregnancy with Rupture on either 
side. 

T. G. Witson (Australasian Med. Journ., Vol. xxix, No. 4) reports an interesting 
case. The patient, a primipara, aged 30, was admitted into the Adelaide Hospital with 
the following history. Her menstrual period was five days overdue when she was 
suddenly seized with a sudden intense pain in the right iliac region, causing her to 
faint. On the following day she had an exactly similar attack, but the pain was 
localized to the left iliac fossa. No decidual cast was passed. The patient was 
markedly anemic, with a subnormal temperature and pulse-rate of 150. Immediate 
abdominal section was performed. Both tubes were distended with blood, the left 
was ruptured in two places about half an inch from the uterine cornu, and the right 
at one spot in the same situation. The hemorrhage was more profuse from the left. 
Both tubes were removed and the ovaries left. The corpus luteum was in the left 
ovary. The patient’s recovery was uneventful. 

Photographs of the ruptured tubes are reproduced, and it is stated that there was 
a well-marked decidual reaction present in both. Unfortunately no mention is 
made of the presence or absence of chorionic structures—a very important omission. 
J. A.W. 


Ovarian Pregnancy. 
Warsanorr (I. D., Munich, 1909: Zentralb. f. Gyn., 1910, No. 18, 8. 621) has 
collected 33 cases of well-established ovarian pregnancy from the liturature of the 
subject, and adds one which was operated on by Madlener of Kempten. The patient, 
a sextipara, aged 39 years, consulted a doctor because labour did not come on at 
term. The uterus was not enlarged, but close to it there was an embryonal sac, 
larger than a man’s head, which, composed of connective-tissue and membranes, 
extended directly into the ovarian ligament proper. The tube, 8cm. long, had a 
slender unadherent infundidulum, but exhibited no enlargement anywhere; it could 
be lifted off the embryonal sac, of which it was completely independent, by a 
mesosalpinx 1-2cm. broad. There was no ovary on the same side, so that all the 
conditions for true ovarian pregnancy were fulfilled. J.J. M. 


Should Pregnancies follow in quick succession? 

Latoy (Le Journal Médical Francais, May 1910) attempts to answer this question, 
discussed by Fr. Von den Velden in the Archiv f. Rassenbiologie. A statistical 
examination of the subject leads to the conclusion that when the interval between 
the pregnancies is more than two years, 28 per cent. of the children die before the 
end of the fifth year, while of those born in an interval of less than two years, 
49 per cent. die. Further, the children who survive to adult life are more vigorous 
and live to a greater age in small families than in large. It is obvious that among 
the very poor many children cannot receive the same attention as a few, and it is 
known that parents with pulmonary tubercle tend to have large families rapidly, 
but there is no evidence that where the parents are healthy the number of the family 
has any influence on the health of the children. The statistics of Riffel give one 
unexpected conclusion, namely, that illegitimate children live longer than legitimate. 
but his observations were made in a country place where “illegitimate” merely 
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signifies that the child was begotten out of wedlock and was legitimized during its 
first year. A further conclusion from Riffel’s statistics, based on 93 observations, is 
that children born more than five years after their elders are as long lived as the 
others. Laloy thinks the subject too thorny to attempt any practical deductions. 

E. H. L. 0. 


Coitus and Conception. 

Latoy (Le Journal Médical Francais, May 1910) writes a gossipy article on this 
subject, based on a paper by Reitzenstein in Zeitschr. f. Ethnologie. At this time 
of day it may seem absurd to think of anyone believing that conception can occur 
without previcus coition, but it must be remembered that Schwammerdam, who 
showed the necessity of the meeting of spermatozoid and ovum, died so lately as 
1685, and it was only in 1850 that Du Barry demonstrated the penetration of the 
spermatozcid into the ovum. In primitive conditions of society intercourse was 
more or less promiscuous, and, beginning at an early age, was often sterile and, 
further, the signs of pregnancy are not obvious till a considerable time after the 
fruitful intercourse. The relation of pregnancy to intercourse was not observed till 
marriage became a settled institution cr until civilized conditions permitted the study 
of the phencmena in domestic animals. It is not then so strange to find that among 
tribes of a low type of civilization, such as some of the Australian aborigines, 
conception is ascribed to some magical power. That such ideas existed among 
curselyes is rendered highly probable by the nursery tales of to-day. The child 
“found in the cabbage garden” may be a survival of the magic tree which is still 
believed to induce pregnancy in some parts of India, while the storks that bring the 
babies in some parts of Europe find their counterpart in the snakes and kangaroos 
which “cause pregnancy” in Australia. E. H. L. O. 


Increase of the Inter-ischiatic Diameter of the Pelvis by Position. 
Devraince and Dzscomps (Z’Obstétrique, May 1910), working on cadavers of 
recently delivered women, find that it is possible to increase the diameter between the 
ischia by placing the woman on her back with her thighs flexed and abducted while 
the legs extended. With the thighs flexed and abducted as in squatting, there is 
nutation of the sacrum with rotation of the iliac bones, so that the ischia are 
separated. Extension of the legs adds a dragging outwards of the bones by tension © 
of the muscles. The paper, with drawings, is purely anatomical, and the writers 
promise to reconsider the subject clinically. E. H. L. O. 


Erythema Multiforme Gestationis. 

W. S. Gorraert (Amer. Journ. of Obstet., April 1910) describes a case to which 
he applies the above title. The patient, otherwise healthy, had been four times 
pregnant since her marriage in 1900. Each time, when the pregnancy was a few 
months old, she had a severe attack of erythema multiforme, the lesions in the early 
parts of the outbreaks being papular and erythematous, later of the iris form and 
vesicular, and, finally, bullous. The eruption continued during the entire pregnancies 
and from four to eight weeks post partum. Treatment, except for alleviating the 
pruritus, had no effect. On the other hand, termination of the pregnancy and of 
the post partum metabclic processes appear to have stopped the outbreak in each case. 

J. B.B. 


The Kidney during Pregnancy and Lactation. 

Cutrié (L’Obstétrique, May 1910) describes his examinations: of the kidneys of 
bitches. Up till now the descriptions of the kidney of pregnancy have been taken 
from examinations of women who have died of eclampsia or of some infective disease. 
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To make a complete study it would be necessary to obtain very fresh specimens from 
women dying suddenly of injury during pregnancy, and such opportunities must be 
rare, and it is to be noted that in some cases at least the fat found in the kidneys 
is washed out by preserving in alcohol. Chirié accordingly made his examinations 
of kidneys taken from bitches freshly killed, or in one case, by repeated nephrectomies. 
A single observation on a pregnant cow and sheep respectively corroborated his 
results, but he does not generalize from these single cases. The paper is illustrated 
by drawings and coloured plates. There was found a fatty area running in fine 
lines from the top of the pyramids into the cortex, but not reaching the surface. 
These lines are formed by the tubules in which the epithelial cells are densely fatty, 
and some tubules are blocked by masses of fat. Chirié believes that the fat is being 
excreted, but concludes that chemical researches on the urine are necessary to 
elucidate that problem, though Bar has found fat in the urine of a pregnant woman. 
A somewhat similar condition is found in the kidney of the bitch during suckling, 
and it passes off only gradually as some degree of fat infiltration was still found 
five months after delivery and three months after suckling had ceased. E. H. L. O. 


Fibroid Tumours complicating Pregnancy and the Puerperium. 

W. Krusen (Amer. Journ. of Obstet., March 1910) enumerates the dangers and 
complications which may be produced :— 

1. The growths usually increase in size, the increase being due rather to oedema 
than to true hypertrophy. 

2. In pedunculated growths the pedicle may become twisted, leading to gangrene 
and peritonitis. 

3. Malpresentations are common, a frequency of 49 per cent. being quoted. 

4. Pre-existing adhesions round a fibroid uterus may produce symptoms similar to 
those found in impaction of the retroverted gravid uterus. 

5. A fibroid pressing on the tubes has been noted as a cause of tubal pregnancy. 

6. Normal involution being seriously impeded, hemorrhage and septicemia are 
liable to occur. This is especially common after abortion. 

7. A spontaneous thinning and rupture of the uterus may occur. 

8. Prolapse of the cord and placenta previa may occur, and there is a greater risk 
of post partum hemorrhage owing to deficient uterine retraction. 

9. In addition to aggravated pressure symptoms there is also said to be greater 
degeneration of the cardiac muscle and of the renal and hepatic epithelium, than in 
normal pregnancy. 

The author does not favour myomectomy during pregnancy, and advocates supra- 
vaginal hysterectomy where the growth is of sufficeient size to interfere with delivery, 
or where there are signs of degenerative changes. The advisability or otherwise of 
leaving a case until a living child can be delivered by Cesarean section must be 
decided by consideration of the individual case. 

In connection with labour, he mentions the occurrence of adhesion of the placenta 
and the general inefficiency of the uterine contractions. J.B. B. 


The Glycolytic Function in Pregnant Women Suffering from 
Intractable Vomiting. 
Lequevux (L’Obstétrique, May 1910), working in the clinique of Prof. Bar, 
contributes a paper on his researches in three cases'of vomiting. After discussing 
the various indications given by authorities for the induction of labour, he draws 
attention to various cases in which women have died without much quickening of the 
pulse. He thinks that the failure of glycolysis is an indication for the induction of 
labour when the woman fails to digest 1 gram of sugar per kilo of her own weight. 
He administered the sugar as a solution of cane sugar in coffee in single doses, and 
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examined catheter specimens of the urine for several hours subsequently. He found 
that the sugar appeared rapidly in the urine and the power of assimilating the 
sugar was only recovered slowly after the induced abortion and pari passu with 
the recovery of body weight. A normal adult should be able to consume from 
9 to 13 grams of sugar per kilo of body weight. Bar says this is reduced in 
normal pregnancy to about 6 grams. To eleven pregnant women (body weights not 
mentioned) Lequeux administered 100 grams of sugar, and in five of these sugar 
appeared in the urine; of these five, one suffered from severe, but not intractable, 
vomiting, one had cancer of the cervix, one had a fibroma of the uterus, the fourth 
had a twin pregnancy with hydramnios, and the fifth, though apparently normally 
pregnant, aborted a few hours later. Levulose is more difficult of digestion than 
dextrose; the cane sugar splits up and appears especially as levulose in the urine. 
E. H. L. 0. 


The Use of Chloroform in the Treatment of Eclampsia. 

W. Warp (Amer. Journ. of Obstet., March 1910) considers the question of the 
anesthetic to be used in the delivery of eclamptic patients, and whether or not it is 
desirable or necessary to control the convulsive seizures by the administration of 
chloroform. 

He draws attention to the similarity of the changes found in the liver in cases 
of eclampsia to those found in the condition now known as delayed chloroform 
poisoning, and quotes the work of Howland and Richards upon the pathological 
changes following the administration of chloroform to dogs for varying periods 
without any surgical procedure. “The changes correspond exactly to those found 
in the livers of women dying from any cause when suffering from a toxemia of 
pregnancy.” 

The author considers it very questionable whether any good purpose is served by 
endeavouring to control the convulsions by chloroform, likening the procedure to the 
giving of antipyretics to reduce temperature without any consideration of its cause. 

There follows a comparison of two series of cases, the second being one in which 
no chloroform was used, and in which there were no maternal deaths, and the 
conclusion is reached that “the mortality can be cut down somewhat by not using 
chloroform, and that, in the light of present knowledge, it is not advisable to use the 


drug in this class of case.” J.B.B. ° 
On the Recurrence of Eclampsia in the same Patient in different 
Pregnancies. 


Bevtue (I. D., Munich, 1909: Zentralb. f. Gyn., 1910, No. 622) has collected out 
of the literature of the previous 7 years, 46 cases of repeated eclampsia in the same 
woman, which he supplements with 7 cases from the Munich Klinik. The 7 cases 
were included in a total of 147 of eclampsia, which would indicate a frequency of 
recurrent eclampsia of 4°08 per cent. He comes to the following conclusions :— 
(1) It is improbable that one attack of eclampsia confers any immunity; (2) the idea 
that recurrences are to be attributed to chronic nephritis is unsupported by any 
clinical facts; (3) the children of women who have suffered from eclampsia are under 
great danger even before birth, they often die early, and so the woman is saved from 
a recurrent attack. He suggests these conclusions as an explanation of the infre- 
quency of recurrent eclampsia. J.J. M. 


Injuries to the Genital Organs from Attempts to Induce Abortion 
with a Fine Tube. 
Houzapret (Muenchener m. Wehns., 1910, No. 22, S. 1201) reported to the Kiel 
Medical Society the following cases :—(1) A quinquegravida injected through the 
perforated uterus into the abdominal cavity a large quantity of soapy water which 
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caused severe symptoms of shock and peritonitis. The abdomen was opened a few 
hours after the injury and, the uterus being removed, drainage was established through 
the vagina—she recovered without any interruption ; (2) the fine tube perforated the 
vagina and passed into the right parametrium. Holzapfel saw the woman 30 hours 
afterwards; there was no peritonitis, but perhaps some pyemia extending from the 
veins of the broad ligament. He did not operate. The patient had a protracted 
illness ; the inflammation extended to the left side and caused thrombosis of the left 


femoral vein, but she recovered. Abortion took place, spontaneously, some 14 days 
after the injury. J.J.M. 


’ Psychical Derangements and Pregnancy Especially in regard to 
the Induction of Abortion. 

E. Meyer, Kénigsberg (Wiener klinisch-therapeutische Wehns., 1910, No. 1), 
finds that during five years 1,187 women were treated at the Koénigsberg Klinik, of 
whom 204 had been pregnant at least once, but that only 7 patients suffered from 
functional psychoses originating during pregnancy. After detailed description of 
several cases, one of imaginary or dreaded pregnancy, he comes to the conclusion 
that in very many cases, especially of depression, in pregnancy, we have not to 
deal with true psychoses, but with mental derangement in psychopathic women. 
In regard to inducing abortion, he takes the same view as Jolly and Friedmann, 
requiring as a necessary indication that the continuation of the pregnancy entails 
imminent danger of permanent and serious nervous disease which cannot be avoided 
in any other way, but the cure or control of which may be confidently expected from 
the termination of the pregnancy. The patient should be kept under observation and 


treatment as long as possible before such intervention, and any subsequent conception 
should be avoided. J. J. M. 


Metreurysis as a Means of Terminating Pregnancy. 

S. Micuetsoun (I. D., Wiirzburg, 1910: Muenchener m. Wehns., 1910, No. 21, 
S. 1148), a pupil of Prof. Hofmeier, declares that experience has proved that, under 
rigid antisepsis, metreurysis is a proceeding that is completely innocuous to the 
mother, while its results are also satisfactory as regards the children. It is 
technically an extremely simple proceeding, its action is sure, and by its means a> 


woman in labour can be delivered in a very short time. A very instructive and 


important comparison is given of the results in the Wirzburg Klinik and those 
collected by Sarwey for v. Winckel’s Handbuch. In the latter the results of 
inducing premature labour in 2,200 cases, by all methods in use, show that the 
infection mortality of the mothers was 0°59 per cent., and the number of children 
discharged alive was 62°7 per cent.: in Hofmeier’s Klinik the mortality of the 
mothers was 0°59 per cent. less (nil), and the number of children discharged alive 


J.J. M. 


9°3 per cent. more. 


Digital Compression of the Aorta as a Means of Arresting 

Placental Hemorrhage. 
ENGELHORN, Géppingen (Zentralb. f. Gyn., 1910, No. 16) points out that in 
connection with Momburg’s researches upon artificial anemia of the lower half of 
the body, attention should be given to digital compression of the aorta, which, by 
depriving the uterus of its blood supply, incites that’ organ to contract, and thereby 
is a suitable means of controlling atonic post partum hemorrhage. Engelhorn’s way 
of procedure is to compress the aorta just above its division with three fingers of 
the right hand, against the synchondrosis between the fourth and fifth lumbar 
vertebre, so firmly that no pulsation can be felt in the femoral arteries. The pressure 
is maintained during 150 pulsations in the aorta, and so excites firm contractions 
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of the uterus at once, and in a short time spontaneous expulsion of the placenta. 
He gives the history of a quartipara, whose first three confinements were all complica- 
cated by dangerous uterine atony; but in the fourth, by the employment of this 
method of compressing the aorta, the atonic hemorrhage was prevented. J.J. M. 


On Scopolamine Narcosis. 
Rickert (Zeitschr. fiir Geb. u. Gyn., Bd. Ixvi, Heft 2) gives details of 114 

cperation cases which had been treated before anxsthesia with narcotics. The 

patients received, the night before operation, ‘Sgrm. of veronal. On the next 

morning, an hour before the beginning of the anasthesia, they got ‘0004 grm. 

scopolamine hydrobromide, and half an hour later a second dcse of ‘0002 grm., along 

with ‘01 grm. morphia hydrochloride. Control cases received in some instances only 

the morphia, in others veronal and mcrphia. 
Riickert’s conclusions are briefly as follow :— 
Of eleven patients who received no narcotic previous to the administration of the 

anesthetic, four took the anesthetic badly, showing considerable excitement, and in 

two cases artificial respiration was required; further, a much larger quantity of 

chloroform was required in the anesthesia—in all 32 per cent. of unsatisfactory cases. 
Of 16 patients who received morphia, four were somewhat noisy, and showed 

some irregularity of puise, and cyanosis; another suffered from convulsions, but she 

was alcoholic. A larger quantity of chlorcform or ether was required in each of t 

these sixteen patients—in all 25 per cent. of unsatisfactcry cases. : 
In 87 cases which had been treated with veronal the previous night, and with two 

doses of scopolamine and one dose of morphine before operation, 10 showed no result ; 

that is to say, that during the administration of the anesthesia there was a certain 

amount of excitement, cyanosis cr irregularity of the pulse—in all 11°5 per cent. 

of unsatisfactory cases. R. W. J. 


The Use of the Curette in Cases of Abortion. 

E. W. Pixxwam (Amer. Journ. of Obstet., March 1910), in a paper on the 
treatment of cases of infected abortion, advocates the use of the sharp curette, on 
the ground that the blunt instrument will not remove the focus of infection, which 
is deep in the mucosa and sometimes in the muscular layer. The so-called barrier of 
exudate the author considers to be rather an excellent nidus for the pathogenic 
cocci, and he advocates the complete removal of this. He repeats the question, 
“If Nature walls off the uterus why do patients die?” 


W. P. Poot (Amer. Journ. of Obstet., March 1910), on the other hand, writing 
of the treatment of aborticn, recommends the sharp curette except when there is 
any suspicion of infection. “The tearing away of the endometrium and opening 
the way for lymphatic involvement in the deeper tissues may do much more harm 
than the leaving behind of a part of the adherent decidua. In induced abortions, 
where septic organisms may have been carried into the uterus, this possibility should 
be specially borne in mind, and in such cases a dull curette is the safer instrument. 
A gauze sponge or forceps is a safe instrument in the presence of active sepsis.” 

J. B. B. 


Treatment of Placenta Previa. 

Scuickee, Strassburg (Muenchener m. Wehns., 1910. No. 17, S. 918), in a review 
of the progress in obstetrics and gynecology during 1909, takes the view that 
in hospital practice Cesarean section must be seriously considered in some cases, 
for example, in sudden and profuse hemorrhage; and if there has already been 
an excessive loss of blood a rapid abdominal extirpation of the uterus may 


of metreurysis. 
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be the best course to adopt. Turning by Braxton Hick’s method is for the 
practitioner by no means a frequent proceeding and a difficult one for which 
profound anzwsthesia is absolutely indispensable. In Schickele’s opinion metreurysis 
is much simpler, and therefore more suitable, for private practice; one or two 
metreurynters should always, like indiarubber gloves, be ready for use in the 
obstetric bag. He would look upon the introduction of metreurysis into general 
practice and the total disuse of vaginal plugging, still employed too often, as a very 
decided advance. He gives various statistics, the best from the Breslau Klinik, 
showing a maternal mortality of 5°5 per cent., a foetal of 25 per cent., under the use 


J.J. M. 


Episiotomy. 
Max Sroxz, Graz (Zentralb. f. Gyn., 1910, No. 19), discusses the merits of 
Scanzoni’s lateral method of episiotomy compared with the median operation 
recommended by Kistner following Michaelis, and concludes that each method has 
its advantages and disadvantages. The choice should be made according to the 
conditions of the case : median episiotomy is suitable in all cases in which one can 
foresee that the incision will, without further tear, suffice to allow the passage 
of the head; that is to say, when the disproportion between the child’s head and the 
dilated vulva is not excessive, or when it is only the mass of a long perineum that 
opposes the passage of the head. But if the disproportion of the head and dilated 
vulva is considerable and the perineum short, there is great danger that a median 
incision may, by tearing further, be prolonged into the anus; lateral episiotomy 
should therefore be preferred, especially in forceps cases. The lateral incision 
should commence in the middle line and be directed to the tubers of the ischia. In 
no case should the incision be made at the acme of a pain, but directly after it. 


J.J. M. 


Perforation of the Uterus during Evacuation at the Fifth Month 
—Panhysterectomy—Recovery. 

Srropacw (Zentralb. f. Gyn., 1910, No. 24, S. 817) recently exhibited to the 
Dresden Gynecological Society, a uterus removed after perforation by Singer’s 
abortion forceps. The patient, when five months pregnant, had hemorrhage; the 
os uteri was closed, but in one sitting was dilated by another practitioner, and 
an attempt made to evacuate the uterus. The contents were extracted in pieces, 
but the head remained and could not be felt, and the abortion forceps, instead of the 
head, seized and drew down a loop of intestine. Laparotomy was performed 
24 hours later; the head of the foetus lay free in the abdominal cavity; there was a 
lacerated perforation in the fundus, the size of a shilling, surrounded by blood-clots. 
The mesorectum was contused, but the lumen of the bowel preserved. After 


panhysterectomy with drainage through the vagina and abdominal wound, the 
woman made a good recovery. J.J. M. 


Kolpoporrhexis owing to Shoulder Presentation— Panhysterectomy 
—Recovery. 

Grossman (Zentralb. f. Gyn., 1910, No. 24, S. 817) exhibited to the Dresden 
Gynecological Society the uterus of a sextipara, 33 years old, on whom, owing to a 
shoulder presentation with prolapse of the right arm and umbilical cord, a colleague 
had attempted, unsuccessfully, to perform version. On a second attempt the 
colleague’s hand penetrated the abdominal cavity. The woman was at once brought 
into the klinik. The hemorrhage was moderate, but the uterus was torn transversely 
from the vagina in front, and the laceration extended on each side as far as the tubes. 
After adbominal total extirpation with drainage through the wound and the vagina, 
the woman made a good recovery. J.J. M. 
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On the Diagnosis of Puerperal Fever. 

KaTHERINE Freytac (Zentralb. f. Gyn., 1910, No. 17).—For the moment the 
question of differentiating the various forms of streptococci occupies the attention 
of all engaged in studying puerperal fever by bacteriological research, and the wish 
to ascertain as soon as possible the virulence of the infecting organisms has led to 
suggestions that the differentiation can be effected by help of the media used for 
cultivating the germs. The authoress has made systematic examinations in 180 cases 
by simultaneous inoculations on the ordinary agar plate and upon a glycerine-argus 
plate, and cultivations were also made in grape-sugar broth and on blood-agar. In all 
cases in which severe symptoms were present the streptococci grew luxuriantly. 

J.J. M. 


The Rapidity of Germ Spread in Puerperal Septic Endometritis. 


O. Pankow (Zeitschr. fiir Geb. u. Gyn., Bd. Ixvi, Heft 2) discusses this subject 
in the light of five cases of severe septic puerperal endometritis in which he had 
performed hysterectomy four days after labour. In each case he had come to the 
conclusion that the moment had arrived for operation, and that the extirpation of 
the uterus was indicated. In all cases bimanual examination failed to reveal any 
change whatever in the parametrium and adnexa; however, on opening the broad 
ligaments, he found the parametrium markedly cedematous. Microscopical examina- 
tion of the tissues showed the widespread presence of organisms and inflammatory 
deposits in the broad ligaments, tubes, and in one case in a clot in the ovarian vein. 
Pankow prefers panhysterectomy in these cases, as he thinks the cervical stump left 
after the supravaginal operation may be a source of subsequent infection. 

His experience has convinced Pankow of the desirability of operating early in 
such cases, and he agrees with von Herff in that the danger of bacteriemia is so 
great that the possible assistance to be obtained from operative interference should 
be clearly and emphatically borne in mind. 

Pankow gives interesting details of his cases. R. W. J. 


Intra-mural Abscess of the Puerperal Uterus. 


J. A. Sampson (Amer. Journ. of Obstet., March 1910), after describing four cases_ 
ccecurring in his own practice, from a review of the recorded cases summarizes the 
condition thus :— 

There are two distinct groups of cases, in the first of which the uterine abscess 
or abscesses are the only results of the puerperal infection present in the case, or at 
least the most important ones, and the principal cause of the illness. In the second 
class the uterine condition is co-existent with, and to some extent overshadowed by, 
other pathological conditions which may result from puerperal infection. It is the 
first group of cases that the author considers in the article. He thinks the condition 
is not so rare as is generally supposed, due to the difficulty of the diagnosis. The 
pathological anatomy, in relation to numbers, size and distribution, resemble closely 
that of uterine myomata, and the symptoms show a marked variety in intensity. 

The physical signs are locally much like those of a myomatous uterus, but the 
tumours caused by abscess are neither so hard nor so definite as fibromyomata. 
Often there are signs of pelvic inflammation about them, and of other pelvic 
conditions which may result from puerperal infection. 

The diagnosis is made by exclusion, a probable case being cited as one in which 
the patient gives a history of chronic puerperal infection, possibly of a low grade, 
and an enlarged uterus is felt which seems to contain an indefinite myoma. The 
diagnosis is strengthened if there is evidence of local inflammation about the tumour, 
or if it is situated near one of the cornua. 
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The termination of the cases, if left alone, may be (1) rupture into the uterine 
cavity, one of the causes of a profuse purulent vaginal discharge occurring during the 
course of a long-continued puerperal infection; (2) rupture into the peritoneal cavity, 
followed by death of the patient or encapsulation of the pus forming pelvic abscesses 
or multiple abscesses; (3) extension into the parametrium, the future course being 
that of a parametric abscess; (4) rupture into the intestine, particularly rectum or 
sigmoid; (5) rupture into the bladder; (6) a cervical abscesses may rupture into the 
vagina. A possible termination also is that the pus may become sterile and be 
eventually absorbed. 

The treatment is said to be surgical, and interference, except in the case of a 
spreading peritonitis, should be postponed until the acute stage is over. Ergot, in 
the author’s opinion, is contraindicated. The resistance and general condition 
of the patient should be built up and operation only undertaken when the improve- 
ment ceases or the patient appears to begin to lose ground. 

An exploratory abdominal incision is recommended in all cases, and the subsequent 
procedure is dependent upon the condition found. Abscesses near the uterine cornu 
may be drained by expcsing the round ligament through a lateral incision and 
drawing it out until the uterine cornu appears in the wound. The abscess can then 
be incised and drained extraperitoneally. The author concludes that incision and 
drainage of these abscesses is generally preferable to hysterectomy. J.B. B. 


On the Causal Relation between Retention of the Placenta and 
Membranes and the Occurrence of Childbed Fever. 

Purves (Vierteljahrschrift f. gerichtl. Medizin u. 6. Sanitétswesen, 1910, Bd. xxxix, 
sup.), with the object of determining whether and how often retained remnants 
of the placenta or membranes give rise to childbed fever, has investigated the 
forensic material at his command, from 53 obductions of post mortem cases in which 
death occurred during the puerperium : among these fatal cases of puerperal infection 
there were 26 with retention of placental material and 27 without. One may, 
therefore, conclude that these are cases of specific placental infection which originate 
in decayed remains of the placenta or ovum, and kill the patient. The frequency of 
local infection, including peritonitis, and that of general infection, however, is about 
the same, whether there is retention or not; and this is so even when the question 
whether the infection was putrid or otherwise, and the condition of the seat of the 
placenta is taken into account. J.J. M. 


Streptococci and their Virulence, and Autogenous Infection. 

E. Sacus, Berlin (Zentralb. f. Gyn., 1910, Ne. 18) refers to Fromme’s opinion that 
hemolytic streptococci may be divided into two classes, the pathogenic and the 
putrefactive, easily to be distinguished by means of lecithin emulsion, and his 
wish to classify puerperal affections in the same way and to exclude the possibility of 
autogenous infection. Sachs has repeated Fromme’s researches in 15 cases and 
obtained quite different results. He found no difference whatever in the behaviour 
of pathogenic and putrefactive streptococci to lecithin, and therefore dissents from 
Fromme’s conclusions, and denies, as Veit has already done, the validity of 
Fromme’s evidence that autogenous infecticn is impossible. 

Ta. J. Bicers, Koénigsberg (ibidem), who also has been unable to confirm 
Fromme’s results, has tried to distinguish virulent from non-virulent streptococci by 
experiments in phagocytosis, by which he invariably obtained positive results. He 
gives details of his methods, which enabled him to estimate, not only the virulence of 
a streptococcus, but also the resistance of the infected individual. When the index 
of virulence was 50 or more, that is to say, when of 100 leucocytes, 50 or more did 
not devour germs, the streptococci were virulent ones. The method renders it 
possible to give an opinion within 12 or 14 hours of the inoculation of the secretion. 

J.J. M. 
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Blood Cultures and Blood Counts in the Prognosis of Puerperal 
Infections. 

Carwata and Guénior (Z’Obstétriqgue, May 1910) publish a continuation of their 
researches in puerperal infections. In the first part of their paper there is a summary 
of the work recently done by the German schools and a detailed series of their own 
observations. In their researches they made use of a considerable quantity of blood, 
never less than 2c.cm., and usually over 5c.cm., and also a large quantity of broth ; 
they also used streaks and punctures in blood-agar. The examinations extended to 
88 patients, some of whom were examined several times. Of these, 20 cultures 
remained sterile, though in 13 the infection was serious, and 3 of the patients died. 
They explain possible sources of error and think that in these cases the microbe 
may not have been in the general circulation at the time of the examination. In 
any case-a negative result of culture is not of value as a prognostic. Among the 
14 positive cultures they found streptococcus 7 times, with 5 deaths; staphylococcus 
8 times, with 1 death; and bacillus coli in 1 fatal case; in another fatal case 
tetragenus predominated over staphylococcus, bacillus coli and others. In general 
terms blood cultures must be used only as an adjuvant to other diagnostic methods, 
and should be repeated. 

The second part of the paper is a study of the Arneth-Wolff methods of making 
a differential blood-count. Arneth classified the leucocytes according to the character 
and number of the nuclei; thus, in class 1 he places neutrophil leucocytes with one ] 
nucleus which is placed under three subdivisions according as the nucleus is quite 
round or less or more deeply indented. In a normal patient the single nucleus tends 
to develop rapidly and become multinuclear, so that the larger number fall into 
class 3, with 3 nuclei. Thus there are in normal blood, per cent. in each class, 
7, 26, 44, 20 and 3 respectively. In infectious diseases, such as puerperal sepsis, the 
process of evolution is hindered, and the maximum count tends to move towards 
the left or into a lower class. Wolff modified this method by merely counting the 
total nuclei in 100 leucocytes, but by reckoning an indented nucleus as one and a half. 
The authors summarize the German work on this subject, and then give their own 
observations, which tend to corroborate the Arneth-Wolff hypothesis. At the same 
time, they admit the difficulties of the count, as two observers may count the nuclei in 
different ways, so that a series of counts from one patient must be made by one 
observer, and it is not possible to compare accurately one series with that of another © 
observer. They conclude that in puerperal sepsis there is a diminution in the total 
number of nuclei and a displacement to the left in the classification of the leucocytes ; 
this displacement is often proportional to the severity of the attack, but the displace- 
ment accompanies, and does not precede, the increasing gravity of the disease, so 


cannot. be used prognostically nor prophylactically. E. H. L. 0. 
Théses de Paris. 

Contribution a Pétude des fistules congénitales latérales du cou. Dorion , April 
1910. 


La saignée (blood-letting) dans les accidents pré-éclamptiques et au cours des 
accés éclamptiques. (Francois), May 1910. 


Des accouchements par présentation du siege (breech presentations) a la clinique 
Tarnier (1898-1909). Manret , April 1910. 


La greffe ovarienne, historique, resultats cliniques et thérapeutiques (grafts of the 
ovary). Sceurer , April 1910. E. H. L. 0. 
Théses de Bordeaux. 


Maladie de Paget. Evolution, pronostic et traitement. (Dupovy), April 1910. 


De la stérilisation du champ opératoire par la teinture diode. (ONILLON), April 
1910. 
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REPORTS OF SOCIETIES. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 


Meeting held at Liverpool, February 18 1910, Dr. W. K. Watts (Manchester), 
President, in the Chair. 


Dr. J. E. Garver (Preston) read notes of a case in which he had removed two 
large 


Solid Metastatic Ovarian Tumours 


from a woman aged 28. She was suffering from abdominal pain and vomiting, and 
there was some loss of flesh. The abdomen contained much ascitic fluid, but there 
were no adhesions. The pathologist thought the growths were endotheliomata rather 
than carcinomata, and probably of secondary crigin. A month later a large quantity 
of ascitic fluid was removed, and a solid mass could then be felt above the umbilicus. 
This had not been noticed at the operation. Death occurred two months after the 
operation. 


Dr. R. M. Litrter (Southport) reported a case of 
Traumatic Rupture or a Uterine Fisroip with INTRAPERITONEAL H &MORRHAGE, 
which appeared in full in the May number of the Journal, p. 428. 


Dr. J. H. Witterr (Liverpool) showed a uterus containing a 

Necrotic Submucous Fibroid, 
in process otf spontaneous expulsion, removed from a multipara, aged 31, who for 
twelve months had had profuse menorrhagia, accompanied by labour-like hypogastric 
pain. At one time the passage of some solid pieces of tissue had suggested to her 
doctor the possibility that the uterus might contain a mole. But, on microscopical 
examination, the pieces proved to consist of necrotic muscular tissue. There was 
thick muco-purulent discharge; total abdominal hysterectomy was therefore 
performed. 

Dr. J. E. Gemmett (Liverpool) reported (1) a case of Pregnancy Complicated by 
Acute Intestinal Obstruction. The patient, when five months advanced in her first 
pregnancy, was seized with abdcminal pain and repeated vomiting, which in forty- 
eight hours was fecal in character. The obstruction was found to be caused by a 
band as large as a Fallopian tube, which ran between the back of the uterus and the 
right broad ligament, and constricted the ileum some 6 inches from its lower end. 
This and some smaller adhesions were divided. The vermiform appendix was repre- 
sented by a blunt stump, half an inch in length, and free from adhesions. During 
childhood and adolescence the patient had had several attacks of obscure abdominal 
illness. Labour, which had commenced before the operation, terminated the same 
evening. Convalescence was unccmplicated. (2) A case of Pregnancy at Seren 
Months Complicated by Appendicitis. Spontanecus premature labour occurred, and 
the bowels, which had not been opened for seven days, acted normally next day. 


Reports of Societies 67 


For three days the patient was much better, then pain recommenced, the temperature 
rose, and a week later a large swelling, extending from the right Poupart’s ligament 
to the costal margin, was found. On exploration this was found to consist of a 
suppurating ovarian dermoid cyst below, and a large appendicular abscess above. A 
drainage tube was placed at each end of the wound. The patient made a good 
recovery. 

Dr. ArcHisaLpD Curr (Sheffield) showed a 

“Dermoid” Cyst of the Ovary, 

which he had removed from a girl, aged 9. Enlargement of the abdomen had been 
noticed, otherwise there were no symptoms. The tumour was partly solid. The cyst 
cavity contained a well-marked embryonic rudiment, which was attached to the wall 
by a very fine pedicle, about one inch in length. The rudiment consisted of natal-like 
rounded swellings separated by a cleft from which protruded a coiled band of tissue 
highly suggestive of intestine. Coarse skin, with a scanty crop of hair, covered the 
embryonic rudiment. No microscopical examination had been made. 

Dr. Lioyp Roserts could recollect three ovarian cysts, all “dermoid,” which he 
had removed from children under the age of ten. 

Dr. Rapacuiatr had seen two cases of ovarian “dermoids” in young children. 

Dr. A. Donatp had removed a solid ovarian tumour from a child, aged 6. 
It was said to be a sarcoma, but there was no recurrence three or four years later. 

Dr. H. Briges (Liverpool) showed a 

Uterus containing an Adeno-Fibromyoma, 

which he had removed by the vaginal route, from a patient, aged 72. She had borne 
eight children, the last when 38 years of age. For three months there had been 
bleeding with attacks of violent uterine colic. The uterus contained a fleshy, smooth 
mushroom-shaped tumour, about two inches in diameter, with a thick pedicle. There 
was no evidence of malignancy. 

Dr. Briaes also referred to a case in which a mass of malignant disease in the 
omentum had simulated a pelvic ovarian tumour. 


Meeting held at Sheffield on Friday, March 18 1910, Dr. W. K. Watts (Manchester), 
President, in the Chair. 


Dr. A. W. W. Lea (Manchester) reported a case of diffuse intraperitoneal 
hemorrhage of ovarian origin, probably from 


Rupture OF AN EaRLy OvARIAN PREGNANCY. 

The patient, a nullipara, zt. 29, was seen by Dr. Lea eight hours after the sudden 
onset of severe abdominal pain, with vomiting and faintness. She was extremely 
pallid, with a barely perceptible pulse, exceeding 130 beats in the minute. The 
abdomen was somewhat distended and extremely tender. There were signs of free 
fluid in the abdomen. The menstrual history showed nothing abnormal. A natural 
period had occurred three weeks previously. Vaginal examination revealed indistinct 
fulness in the pouch of Douglas, but no obvious swelling of the appendages. There 
was no uterine hemorrhage. Within an hour the abdomen was opened. A large 
quantity of fluid and clotted blood was found free in the peritoneal cavity. There 
was no enlargement of the Fallopian tubes. From the surface of the left ovary 
projected a thin-walled blood cyst, which had obviously ruptured and was collapsed. 
The left appendages were removed. The right Fallopian tube appeared perfectly 
healthy. The patient recovered without any complication. The menstrual period 
commenced four days subsequently, and continued for three days, being of the usual 
type, without pain. The specimen and a number of microscopical secticns were 
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shown. The Fallopian tube is quite normal in appearance, and on section one pole of 
the ovary has been distended by a blood cyst, which was partially destroyed during 
its removal. Careful examination of the blood clot revealed a small area in which 
the presence of chorionic villi can be clearly demonstrated on microscopical sections. 
Sections of the ovary show marked dilatation of blood vessels with many areas of 
hemorrhage in the stroma. 

The specimen excited considerable interest, and members were unanimously of the 
opinion that it would prove to be another example of ovarian pregnancy. Dr. Lea 
stated that further microscopical investigation would be made in order to determine 
the exact nature of the specimen. 

Mr. R. Favety (Sheffield) showed an 

Accessory Lobe of the Liver, 

which he had removed from a woman, et. 30. Patient had never been well since a 
septic abortion six years ago. For about six months she had had pain in the right 
side and had noticed a lump. She had not been sick, and there had been no jaundice. 
She was pale and of rather neurotic type. The abdomen was somewhat distended, 
and in the right iliac fossa there was a freely movable swelling, the size of an orange. 
On bimanual examination the swelling could be felt at the pelvic brim. The left 
ovary was normal in size. The tumour was thought to be the right ovary, cystic 
and with a long pedicle. On palpating the abdomen under anesthesia it was noted 
that the tumour had the pendulum movement of a gall-bladder tumour, and that 
it could not be pushed into the true pelvis. The abdomen was opened below the 
umbilicus and an elastic globular tumour, the size of a large Jaffa orange, was seen to 
be attached to the liver by a short broad pedicle. The tumour was dark purple in 
colour, in marked contrast to the colour of the liver, and its surface was marked by 
milky-white bands running in its capsule. Large vessels ran from the pedicle over 
the surface of the tumour. The pedicle was attached to the thin anterior margin 
of the right lobe of the liver. After clamping, the pedicle was cut through and the 
bleeding was controlled by a double layer of mattress sutures of catgut. The whole 
operation was performed outside the abdomen through an incision whose upper end 
was one inch below the umbilicus. There was considerable ptosis of the liver. 
The patient made an uninterrupted recovery. On bisection, after hardening in 
formalin, the tumour was seen to be of a mottled greenish-yellow colour, and 
irregularly lobulated by fibrous bands and blood vessels. The colour quickly changed 
to an olive green. Microscopical section showed liver tissue undergoing fatty 
degeneration. 

Dr. A. Curr (Sheffield) read notes of four cases illustrating 

Dirricuttigs THE Dracnosis or Ectopic Gestation 

Among the specimens exhibited were :— 

(1) Large Fibro-cystic Tumour of the Uterus, by Dr. J. W. Martin (Sheffield). 

(2) Submucous Myoma, which had been enucleated through the Cervix, by Dr. 
Lioyp Roserts (Manchester). 


(8) Bilateral Solid Ovarian Tumours secondary to Carcinoma of the Stomach, by 
Mr. R. Favett. 


Meeting held at Manchester on April 15 1910, Dr. W. K. Watts (Manchester), 
President, in the Chair. 
Dr. W. E. Foruercitx (Manchester) showed a large 
Fibroma of the Ovarian Ligament and Contiguous Portion of the Ovary. 
It was markedly infiltrated with blood caused by torsion of its pedicle. This had 
been associated with symptoms of a subacute nature, and the patient was admitted to 
hospital two days later. Whilst waiting fcr the usual operating day she was 
suddenly taken acutely ill, and presented all the signs of internal hemorrhage. The 
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abdomen was opened within half an hour; it contained a large quantity of free blood 
which had escaped from a vessel at the seat of torsion. The tumour was very easily 
and quickly removed and the abdominal cavity was filled with saline. Though the 
patient rallied and improved for some hours she died next day. 

Dr. E. O. Crorr (Leeds) recorded a case of 

Cesarean Section for a Post-rectal Cyst, 

which markedly bulged the posterior vaginal wall and displaced the cervix upwards, 
so that the external os was on a level with the top of the symphysis. Rectal 
examination showed that the cyst was behind and to the right of the bowel. Pelvic 
pressure symptoms during the seventh month led to detection of the cyst. Casarean 
section was performed at the estimated full time. After the uterus had been sutured 
the patient was put into the Trendelenburg position. The cyst was found to be the 
size of an orange. The rectum curved over its surface on the left side, whilst on the 
right the iliac vessels and the ureter lay in front of it. It was considered unwise 
to attempt its enucleation from above, so the abdomen was closed. Three weeks later 
the cyst was opened by an incision through the vagina, a large rectal bougie being 
placed in the bowel as a guide. Three or four ounces of slightly turbid albuminous 
fluid were drawn off. It contained neither ordinary dermoid products nor hydatid 
elements. Finally, the cavity was packed with gauze. Ten days later only a slight 
indistinct thickening could be detected. 

Dr. H. Brices (Liverpool) referred to two cases in which he had been able to 
remove similar thin-walled retroperitoneal cysts by a perineal dissection between the 
anal canal and the coccyx. 

Dr. W. E. Foruerciix suggested that such cysts are derived from Wolffian relics. 

Dr. H. Crirrorp (Manchester) showed a 
Uterus containing a Three Months’ Ovum, and also a Single Fibroid in its 

Lower Segment. 

He had removed it by supra-vaginal hysterectomy. The obstetrical history, especially 
with regard to variations in the size of the tumour, was very interesting. On four 
occasions the tumour, which had enlarged during pregnancy, had almost disappeared 
within a few weeks after its termination, by forceps on the first two occasons, by 
forceps after induction at the eighth month on the third, and by Cesarean section on 
the fourth. The same variation in its size was noted in association with two later. 
pregnancies which ended in early abortions. Finally, when again pregnant, the 
patient refused to wait for Czsarean section, and, enucleation proving impossible, the 
uterus was removed. 

Dr. Lerra Murray (Liverpool) read a paper on 

Rep DEGENERATION OF FIBROIDS, 
which appears in full on p. 584 of the June number of the Journal. 
Dr. Garner (Preston) showed a 
Uterus containing a Fibromyoma in a state of Red Degeneration. 
Microscopical examination by Dr. Fletcher Shaw, showed well-marked thrombosis of 
blood vessels. 


Meeting held at Preston, Friday, May 6 1910, Dr. W. K. Watts (Manchester) 
President, in the Chair. 
Dr. A. J. Wattace (Liverpool) read a note on 
Vacinat SvustotaL Hysterectomy, 

which will shortly be published in full in the Journat. 

Dr. W. FretcHer (Manchester) read a paper on 

Some Pornts 1n THE Procnosis or Ectampsia. 

He based the following conclusions on the results of 46 cases treated at St. Mary’s 
Hospital during the years 1906-7-8. There are three specially bad prognostic signs 
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in eclampsia—(1) a small amount (less than 10 grammes per litre) of albumin during 
the eclamptic stage; (2) a high temperature (over 100°F.); (3) post-partum onset of 
symptoms. A very large percentage of cases with one of the two first symptoms end 
fatally (61 per cent. of 21 cases, and 57 per cent. of 18 cases respectively) ; with the 
two symptoms combined the prognosis is the very worst (all 12 cases died); with 
neither of the symptoms the prognosis is extremely good (all 7 cases recovered). 
The third symptom warrants a very bad prognosis (only 1 out of 8 recovered). 
Dr. Bricas (Liverpool) showed a recent water-colour drawing from a case of 
Kraurosis or Leukoplakia Vulva 

under his care, taken for the purpose of testing the conclusions of Messrs. Comyns 
Berkeley and Victor Bonney contained in their paper of November 11 1909, that 
these are two distinct diseases. Dr. Briggs said that both in the laboratory and at 
the bedside confusion continued as before; the microscopical characters of the tissue 
changes in the vulva corresponded to those met with in the leukoplakia of the tongue. 
There was superabundant fibrous tissue, and no evidence of cancer. On the perineum 
and around the anus the skin was involved, but the thighs had escaped. The 
vestibule was affected. An attempt to separate the two diseases in this instance had 
failed. 

Dr. Lioyp Roberts (Manchester) reported a case of 

Pregnancy complicated by a Perinephritic Abscess. 
In spite of free drainage through a lumbar incision and the passage of a satisfactory 
amount of urine, the patient died six days later. A six months’ child was born 
alive during the night following the operation. Post mortem, the kidney showed 
numerous abscess cavities lined by lymph, which contained streptococci. 

Dr. W. Bratr Bett (Liverpool) recorded two cases of pelvic tumours associated 
with acute appendicitis. In the one case the gangrenous appendix and the body of 
the uterus, which contained several fibroids, were removed; in the other, bilateral 
ovarian cysts and the perforated appendix. Both cases ultimately recovered. 

SPECIMENS. 

The Presipent showed 7'ubes and Ovaries from a Case of Recurrent Streptococcal 
Salpingitis. 

Dr. Gemmett (Liverpool) showed a Uterus removed for Fibroids complicating 
Pregnancy. 


EDINBURGH OBSTETRICAL SOCIETY. 


Meeting held Wednesday, May 11 1910, Dr. Havuttatn (President) in the Chair. 

The following specimens were shown :— 

Mr. N. 'T. Brewis: 

(a) Uterus containing a Large Necrotic Fibroid, removed by hysterectomy during 
acute sepsis at third month of pregnancy. (b) Uterus removed by Hysterectomy 
showing Adenocarcinoma and a Degenerated Fibroid. 

Dr. FErcvson : 

(a) Ovarian Cyst with Twist of Pedicle, causing hemorrhage into the tube and 
formation of hematosalpinx. (b) Osteopedion. 

Dr. Keay : 

(a) Uterus removed by Vaginal Hysterectomy for Carcinoma of Vaginal portion 
of Cervix. (b) Uterus removed by Panhysterectomy for Cancer of Cervix. (c) Tube 
and Ovary removed for Ruptured Ectopic Pregnancy. (d) Hamatosalpinz from 
Early Ectopic Pregnancy. 


Dr. Freetanp Barsour: 7'wo Tubal Moles. 
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Professor Kynocu (Dundee) read a paper on a 
Suprapusic TRANSVERSE INciston IN GyNxcoLocicaL Ca:niotomy, 
which will appear in full in a later number of the JourNat. 


Dr. Barsovr said that he preferred the vertical incision, particularly for large 
tumours, as it was almost impossible to enlarge the transverse incision during 
operation. 


Dr. Forpyce had experience of both incisions and preferred the vertical. One 
disadvantage of the transverse was the necessity of using a special retractor to keep 
the wound open. He thought hernia was rare after stitching up the wound in layers; 
but suppuration, if it occurred, was more troublesome. 


The Prestpent said the paper was one on a subject of great practical importance. 
His own experience of the transverse incision was small. Against it was the fact that 
it hampered movements as enlargement could not be freely made during the course 
of the operation. For simple tubal cases it was quite good. For tumours of any size 
he preferred the mesial vertical. In ovarian tumours the removal of the tumour 
entire required a large incision. Large incisions healed as well as small. In fact 
hernias followed small incisions owing to the less perfect healing due to bruising of 
the edges of the wound. In the age of small incisions some years ago hernias were 
more common. Retractors were instruments to be avoided. Personally he preferred 
a large incision for free seeing and free moving without bruising. He adhered to the 
through and through method of sewing. If suppuration occurred the removal of a 
stitch gave every chance of healing better than when sewing was done in layers. 
The transverse incision had certain theoretical advantages in small cases. He had 
not given up the use of the abdominal belt after operations. He found that most 
women enjoyed the belt after a few days, provided it was one of the new fashioned 
belts kept down by strong stocking-suspenders only and not by straps under the 
thighs. 


Professor KyNnocu, in reply, said he had been particularly struck with the frequent 
use of the transverse incision abroad. He agreed that extension of the incision 
during operation was not easy. Pfannenstiel did not use it for large tumours, and for 
these he himself preferred the vertical incision. He had not had suppuration in a 
transverse incision, but could believe it might be very bad. He preferred to suture 
through and through in stout patients and in layers in thin ones. 


Dr. E. Naprer Burnett (Newcastle) read a paper on 
Bacittus Cori Inrection or Urntnary Tract Compricatinc PREGNANCY, 
which will appear shortly in this JourNAL. 


The PresipENT congratulated Dr. Burnett on his paper. He had himself had only 
a few cases of the kind. He could not understand why the right kidney should be 
more often affected in this way, as was also the case in ptosis of the kidney. He 
asked if Dr. Burnett thought the condition was actually more common in pregnancy. 
He would liked to have heard Dr. Burnett’s experience of vaccines in such cases. He 
had had several cases of cystitis which had reacted most favourably to vaccine 
treatment. 


Dr. Joun THomson asked what doses of alkalies Dr. Burnett gave in such 
cases. His own experience of the condition was entirely confined to children. 


Dr. Barsour had had only slight experience of the condition. He repeated the 
President’s question, why the right kidney most frequently? He had never satisfied 
himself that the pregnant uterus did or could compress the ureter. At no point in 
its course could the ureter be so compressed against a bony structure as to interfere 
with its function. If it were not so the condition would be much more frequent in 
pregnancy. 
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Dr. Cuurcn referred to a patient between 50 and 60 years old, who had severe 
neurasthenic symptoms associated with persistent B. coli bacilluria. 

Dr. Forpyce had recently had a typical case. He believed the B. coli infection 
was frequent even without any symptoms at all. 

Dr. Burnett, in reply, said his impression was that pregnancy was superadded in 
these cases to a previously existing infection. He believed there was often a 
symptomless B. coli bacilluria. As to dosage he never gave less than forty grains 
of the alkalies—sometimes up to a drachm every two hours. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 
Meeting held Friday, February 25 1910, Dr. H. Jetuerr (President) in the Chair. 
EXHIBITS. 
Dr. E. Hastincs Tweepy exhibted a specimen of 
Chronic Pyosalpinz with Ovarian Abscess and Sinus. 

The specimen had been removed from a lady who had been ill for twelve months as a 
result of puerperal sepsis. She had been delivered in the country, and neither the 
doctor nor the nurse had been in time for the delivery. She got very ill, and was 
very septic. He explored the uterus and took a culture, and found only a diplococcus 
like that of pneumonia. During labour the patient had a cough and expectorated 
some muco-purulent discharge, but the doctor said there was no pneumonia present. 
He was again sent for in a fortnight, and found her worse than before. He 
performed Prior’s operation. He packed the posterior fornix with iodoform gauze 
and gave her diplococcus vaccine. She improved for a time, but after six weeks 
he was again sent for, and this time found a tumour, about the size of a fist, in the 
region of the right broad ligament. With great difficulty he opened into an abscess 
above Poupart’s ligament. A culture once again grew only a diplococcus. After six 
months he saw her again, and she was a mere skeleton, and in a wretched state. The 
sinus was partially closed, and he opened it freely. Her temperature fell, and she 
got sufficiently well to be sent to the country. She came back with a temperature 
105° and palpitation of the heart. There was a large tube felt on the right side. 
The uterus was normal. When she menstruated the discharge flowed freely through 
the sinus. Again he sent her away, and again she had a rise of temperature, and he 
decided a fortnight ago to do a radical operation. An old tubercular sinus that 
she had had as a child, and which was healed for many years, re-opened, and a 
quantity of tubercular pus continuously exuded from it. He operated last week. 
The patient had been obviously losing flesh daily. The pulse was never under 110, 
and the evident involvement of the heart made him fear the operation. He injected 
the sinus with iodine, and cut round it and clamped it. Whilst doing so he 
unfortunately opened into it. He opened the abdomen and removed the tube. He 
plugged with iodoform gauze all round the raw surface. The patient’s pulse was 130 
when she went to bed. He waited until the third day to take out theplug. The plug 
came out with the greatest ease, but he felt convinced that her vitality was so low 
that no adhesions were made, for within two hours after the plug was taken out the 
pulse rose to 150 and 160, and she died acutely septic two days afterwards. He 
greatly feared that the incision he accidentally made in the sinus had been handled 
by the glove. The bacteriological examination of the pus failed entirely to indicate 
the acutely septic nature of the sinus discharge. 

Professor ALFRED SmiTH said they could sympathise with Dr. Tweedy on the 
unfortunate result of so difficult a case. It was interesting to note that while septic 
troubles following parturition were generally regarded as bilateral, the case was 
exceptional in being unilateral. He had read that the best protective for surrounding 
an area where they were likely to open an abscess cavity was a rubber dam, which 
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was used inside the abdomen, and could be adapted to any little crevice. He did 
not, however, think it would have made any difference in Dr. Tweedy’s case. 

The Presipent said he thought Dr. Tweedy was right in attributing the fatal 
result to his own action; but he doubted if the infection came from the sinus: 
he thought it was just as likely to have come from the tissue round the abscess in 
the peritoneal cavity. 

Dr. Tweepy replied. 

Sir read a paper on 
PREGNANCY AND LaBour AFTER VENTROFIXATION OF THE UTERUS (HyYSTEROPEXIS 

HypoGasTRIca). 

The writer claimed for his own operation of ventrofixation or hysteropexis hypo- 
gastrica that it had stood certain exacting tests and had fulfilled all his hopes and 
expectations. The tests which such an operation should stand were :—(1) It must be 
devoid of danger when ordinary care was exercised; (2) it should be easy to 
perform, and the operator in recommending it must feel certain that he could 
complete it as planned; (8) it must relieve the symptoms on account of which it 
was undertaken; (4) it must not produce any new symptoms which would even 
remind the patient that she had undergone an operation; (5) it must leave the 
patient free from any remote danger, such as ileus; (6) she must remain permanently 
free from any sort of physical disability preventing her from performing all the 
tasks and duties of domestic social life; (7) it must stand the strain of pregnancy, 
parturition, and the puerperium without apparent departure from the normal; (8) 
after involution the uterus must maintain the position it was placed in by the 
operation. 

In order to obtain the desired result certain principles must be constantly kept in 
mind and complied with in every case. It was of the utmost importance that the 
fundus uteri and round ligaments were strictly safeguarded, so that if pregnancy 
occurred it might run a perfectly normal course as if no operation had ever been 
done. Of no less importance was it that between a sufficient area of the anterior 
surface of the uterus and the abdominal wall complete and permanent adhesion 
should be produced. The ideal ventrofixation was that which resulted from Cesarean 
section when the wound was longitudinal, involving the middle third of the uterus, 
and complete adhesion took place between the uterine and abdominal wounds. In 
such cases when pregnancy again occurred there were absolutely no abnormal sensa- 
tions or symptoms, functional or mechanical, owing to the existence of the adhesions. 
When Cesarean section had to be performed for the second time it was the height of 
folly to break down these adhesions. 

Some German writers on the subject made much of the need for free movement of 
the uterus (Beweglichkeit). This was a purely a priori assumption. There was not 
a shred or patch of evidence of the advantages of mobility when the adhesion was 
on the anterior surface and did not involve the corpus uteri. All the evil reputation 
of “ventrofixation” has been the natural consequence of dystocia resulting from 
interference with the fundus, or, worse still, with the posterior surface of the uterus. 

The Operation. The abdominal wound was reduced to the minimum consistent 
with unembarrassed manipulation, and its lower limb was as far down as possible 
without interference with the bladder. The uterus was raised up and seized at the 
isthmus, or just above it, with a suitable volsellum, which was held and manipulated 
by an assistant. If perimetritic adhesions were present they were carefully broken 
down, and the ovaries and tubes inspected. When the ovaries were found cystic 
with indurated tunics, they were incised and sometimes partially resected. When 
the tubes were sealed up, and even when partly distended, they were laid open in 
some measure and fresh ostia abdominalia formed. 

In the hysteropexis operation itself the first step was to introduce a fine silk 
suture or two on each side, so as to close the vesico-uterine fold. Then a pair of 
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sutures at each side, well out from the middle line of the uterus, brought the 
abdominal and uterine peritoneum together. Next, one or two sutures on each side 
included the fascia, peritoneum, and a layer of the uterine margin and returned, so 
that the knot was outside the fascia. The last sutures were transverse, and included 
fascia, peritoneum and a layer of the uterine wall. The uterus must be seized just 
above the isthmus, best through the puncture wound made by the volsellum. During 
the operation it was easy to estimate the position for the various sutures, so that 
when they were tied and the uterus was dropped it would sink down to its normal 
level. 

The bowels were kept out of the way, and, if possible, cut of sight, by suitable 
sponges. The abdominal wound was sutured in stages in the usual way. 

The proceedings were completed by the introduction of a suitable size of glycerine- 
pad Hodge-shaped pessary to prevent dragging on the adhesions until healing was 
complete. 

When the operation was resorted to for prolapse it required to be supplemented 
by colporrhaphy. 

By adopting the method of hysteropexis the uterus was brought as nearly as 
possible into the normal position of slight anteversion, and the bladder was seldom in 
any way embarrassed, even temporarily. 

It was the bringing of the uterus into an almost anatomically correct position 
without interference with the corpus, which was the feature of the operation. 
Among the important differences between it and the faultier operations was the 
avoidance of thickening of the anterior wall of the uterus. “My article on 
‘Hypertrophy and Erosion of the Lip of the Os Uteri, a Pathognomonic Sign of 
Chronic Flexicn,’ appears to me to furnish irrefragable proof . .. that in chronic 
retrofiexion the nutrition of the uterine wall varies with the relations of the body 
and cervix, and in retroflexion there is always thickening of the posterior or concave 
wall of the uterus. . . . If the uterus is brought into anteflexion to a pathological 
extent such thickening of the anterior wall and thinning of the posterior wall as to 
cause dystocia must be the result. . . . All ventrofixation operations in which sutures 
are introduced into the fundus uteri or farther back, and especially vagino-fixation 
operations, produce dangerous thinning of the posterior wall during pregnancy.” 

Many disasters during labour owing to this cause had been reported from all parts 
of Europe and America. 

“Another difference in favour of hysteropexis hypogastrica is that it may justly 
claim to be an effective method for the cure of sterility.” No distress during 
pregnancy or difficulty during labour occurred after this operation. Pregnancy 
occurring after this operation, instead of being dreaded, should be welcomed as 
confirming the cure, if for no other reason. 

Of the 300 odd patients that had undergone operation about one-sixth had borne 
one or more children since. The progress of parturition was not distinguishable from 
ordinary labour, and involution of the uterus went on normally. 


Illustrative cases were mentioned concisely. 


1. Cure of sterility in patients with retrofiexed uterus at time of marriage. 

2. Cure of one-child sterility owing to retroflexion of subinvolution uterus after 
septic endometritis with metritis. 

3. Pregnancy occurring after the operation for retroflexion with complications 
affecting tubes and ovaries, even to the extent of breaking down adhesions, resecting 
ovaries, and forming fresh ostia abdominalia. 

4. Labour and use of forceps, normal involution, and normal position of uterus 
at last examination. 

The Prestpent said they were under a double debt of gratitude to Sir William 
Sinclair, first, for the trouble he had taken in coming over; and, second, for 
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declining to avail himself of the privilege of having his paper left undiscussed. He 
was sure that the paper would lead to a most interesting discussion. 

Sir Witt1am Smyty said he had come to the conclusion that the very best operation 
for cases such as had been referred to was ventrosuspension, but through his 
attendance at the Academy he had been so much impressed with Dr. Jellett’s results 
with the Alexander Adams’ operation that he had recently been trying it. He 
believed that one should give a woman a chance with a pessary before resorting to 
operation. His own experience of ventro-suspension had been a very happy one. If 
he were to read a description of Sir William Sinclair’s operation of ventrofixation 
simply in book, he would not think very much of it, but to hear Sir William Sinclair’s 
experience of it put the operation in a very different light. On theoretical grounds 
it did not seem to him to be physiological to bring the lower uterine segment right 
up against the abdominal wall; but that did not make the least difference if the 
results were good. 

Professor ALFRED SxiTH agreed that there was a large number of cases in which 
excellent results were got by the use of a pessary. If every case of displacement 
was to be treated by ventrofixation they could not supply them with beds in Dublin. 
The type of case that seemed to him to be most suitable for the Alexander Adams’ 
operation was a simple backward displacement that reduced easily, and was found to 
have gone back again next day. The aim of operation should be to leave the organ 
as nearly as possible in its normal position. There was no organ so mobile as the 
uterus, and he thought its fixation a very great objection. Still they could not 
overlook the brilliant results in the cases mentioned by Sir William Sinclair. His 
own practice in cases where he had satisfied himself that the organs were capable of 
performing their functions was to thrust a forceps through the rectus muscle, and 
seize the round ligament on either side, and draw them right out through the muscles 
and suture them to the aponeurosis. The operation was simple, and the results 
excellent; patients returned with the uterus in situ without pessary or support. He 
must, of course, be influenced by the excellent results obtained by Sir William 
Sinclair from ventrofixation. 

Dr. Horye said he had a patient who had gone through ten confinements who 
suffered from retroflexion of the uterus, and who had to wear a pessary between 
the pregnancies. The result of ventrofixation in 800 to 1,000 cases in America, when 
the women became pregnant, was that 10 per cent. aborted, and the mortality of 
full-time pregnancy was 2 per cent. and 3 per cent. In view cf such results one felt 
some hesitation in tying up the uterus. He thought the brilliant results obtained 
by Sir William Sinclair were due to the method by which he performed the operation, 
in suturing above the isthmus, so that dragging on the posterior ligaments did not 
take place, and abnormalities did not occur when the women became pregnant. 

Dr. Tweepy said that Howard Kelly popularized many operations, and gyne- 
cologists owed him and the Johns Hopkins Hospital a considerable debt of gratitude. 
The operation described by Kelly was the one which he (Dr. Tweedy) personally 
performed in the vast majority of instances, and he did ten ventro-suspensions to 
one of all the other methods combined. Excellent results were got by all the 
methods. He had done ventro-suspension at least 300 times, and in Dublin during the 
last fifteen years it has probably been performed well over a thousand times. As 
Master of the Rotunda he saw a number of women, who had been operated on by 
himself and others, delivered, and he had never once seen a single case that required 
operative treatment after ventro-suspension. A patient of his had had six normal 
deliveries after ventro-suspension; forceps or other instrumental delivery was never 
found necessary, and the uterus was in as good a position as on the first day it was 
fixed. As he conceived the operation, the uterus was fixed down to the empty 
bladder, and rose or fell as the bladder filled and emptied. In every instance he had 
found long adhesions lying directly on to the blader, so that no intestines could fall 
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beneath them. The adhesions were macroscopically identical with the round 
ligaments. There was plenty of spacé for development in pregnancy. He was 
convinced that after a time, even if these ligaments were severed, the uterus would 
remain in position, as Kelly’s operation was a curative one. Sir William Sinclair’s 
results were brilliant, but Kelly’s operation was hard to beat; he supposed its failure 
did not amount to anything like 5 per cent. 

The Secretary said he still believed in the use of the pessary. Women in the 
child-bearing period were entitled to a period of trial with it. He believed that a 
large number of cases would be cured of uncomplicated retroversions by wearing a 
pessary, particularly in those cases where the displacement commenced after child- 
birth and was probably associated with subinvolution. These cases, if treated with 
pessary shortly after confinement, frequently ended in six or eight months in 
complete cure. And a large number of those cases which did not receive treatment 
for a year or so after the beginning of the retroversion, if then treated by pessary, 
and this was followed by pregnancy, would be cured of the retroversion by wearing 
a pessary for a few months after delivery, and thus allowing the uterus and ligaments 
to involute fully. In cases of long sterility one was justified in supposing something 
more than retroversion, and in opening the abdomen to see what was preventing 
pregnancy. The operation he generally did was Kelly’s operation. When a woman 
was past, or near the end of, the child-bearing period, he did not think it mattered 
whether they fixed the uterus or not. 

Sir Cuartes Baz said that in the treatment of extensive prolapse of the rectum 
they almost always resorted to colopexy. Earlier operations had failed largely 
because a peritoneal surface was stitched to a peritoneal surface. Such adhesions 
stretched rapidly, and disappeared in a great many cases after a short time. They 
had therefore to do something more extensive, and to insure that the stitches 
included the muscular coat of the intestines, and that this was stitched down firmly 
to the iliac fascia. In the case of a lady on whom he had to do a colopexy, and 
who had had a retroflexed uterus stitched to the front abdominal wall, he saw no 
trace of adhesions of any kind, or any mark on the surface of the uterus. 

Dr. Spencer SHEtLy said that, in adding a few words to express his indebtedness 
to Sir William Sinclair for his excellent paper, in which he had so clearly set forth 
powerful arguments advocating a most valuable operative procedure, he would like to 
point out the necessity of approaching any discussion upon the merits or demerits of 
any particular operation with an open mind. He believed the reason that so many 
operating gynecologists were divided in their opinions respecting the advantages of 
one method of operating for the cure of retro-deviations of the uterus over another 
method, was because, when a man begins to perform one variety of operation, and 
becomes expert at it, his cases being uniformly successful, he rarely gives up “the 
bird in the hand for the two in the bush,” and so he views the question with a not 
impartial mind. He said Alexander or Adams is one of the most vigorous opponents 
of the operations of ventro-suspension and ventro-fixation of the uterus, the reason 
being quite apparent, so it was pleasant to hear from the distinguished guest of the 
Section the opinion of one who by actual operative experience has made himself an 
authority competent to express views upon the subject worthy of closest attention. 
Dr. Sheill said it appeared to him that there was a place for all the operations— 
fixation, suspension, and shortening of the round ligaments—and that each had its 
own special indications. He considered Alexander Adams’ operation as useless for 
the cure of retro-deviations when complicated by prolapse, as ventro-fixation is 
undesirable in a simple case of backward displacement in a young married woman. 
As to the respective merits of the external and internal methods of shortening the 
round ligaments, it was worthy of note, he said, that Adams recommends the former, 
because he considers the portion of round ligament in the external abdominal ring 
to be the weakest part, and it being cut away will not permit of recurrence as after 
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the internal operation. It was said that a grave danger of ventrofixation was “too 
large an area of adhesion.” Dr. Sheill believed the causes of this to be too much 
injury to the uterine peritoneum, and slight infection of the abdominal sutures, the 
remedies being obvious. Dr. Tweedy (the Master of the Rotunda) described two 
thick rope-like ligaments—‘“in appearance very like normal round ligaments ”—as 
being the ideal result following ventrofixation; but he (Dr. Sheill) could not agree 
with him as he held that there should be a vertical line of adhesion from the base 
of the anterior cul-de-sac to above the isthmus of the uterus, and not distinct 
ligaments which were liable to cause strangulation in the child-bearing period. These 
were dependent upon the placing of sutures too near the fundus in front, or even 
in the fundus or posterior to it, as has been advocated, as well as upon the adhesion, 
whether it was peritoneum to peritoneum or peritoneum to fascia. Dr. Sheill said 
he reported to the Section some years ago a case of his in which he performed 
ventro-suspension and myomectomy, the patient having previously aborted four times. 
Again becoming pregnant after the operation, she aborted a twin at two months, 
carrying to term the other, when she had an uneventful labour. The note of the case 
was as follows :—“ With regard to the operation itself, it is interesting to note that 
suspension in this case caused no pain, unusual vomiting, or frequency of micturition 
during gestation, and no dragging or alteration in shape of the uterus other than a 
slight dimple at the fundus. Vaginal examination a month later showed the uterus 
normally involuted and in perfect position.” Since then he had delivered her of a 
second child, and this pregnancy was uneventful in every detail. Dr. Sheill has 
performed the operation of ventrofixation on other cases of displacement and descent 
since then. One patient became pregnant, and labour was normal in every way; in 
none of the others has there been any recurrence or complication so far. 

The PresipEnt said that he wished to convey to Sir William Sinclair the thanks 
of the Section for the paper he had read to-night. The fact that it was so fully 
discussed showed how much the Section appreciated his kindness in coming over to 
Ireland; he personally thought the use of the pessary a procedure of necessity, but 
not of choice, and that consequently operation was in most cases preferable. He 
wished to draw a clear line of distinction between ventral suspension and ventral 
fixation, as several of the speakers had used the terms as synonymous. Kelly’s 
operation was one of ventral suspension, and it created a bond of union that would 
give way in pregnancy, or probably without it. In either case it had probably first 
done its work and enabled the uterus to gain its normal tone. Ventral fixation was 
an operation intended to create a positive union which would not give way under 
any circumstances. The absence of trouble during pregnancy after the operation 
recommended by Sir William Sinclair, which was essentially one of ventral fixation, 
was due to the fact that he fixed the uterus very low down. Some time ago he (the 
President) reported some 40 cases of the Alexander Adams operation from different 
sources. His statistics showed that there was a return of the displacement in about. 
4 per cent., while Sir William Sinclair’s showed 20 per cent. This showed what an 
effect the collecting of statistics had on the morality of the compiler. He had 
personally done some sixty cases, and had only had a recurrence in one case in 
which he had shortened one of the ligaments only. Kelly’s operation, so far as 
recurrence or displacement or difficulty was concerned, might be put in an almost. 
similar category. 

Sir Witu1am Srnctatr, in reply, said that the remark made by Sir Charles Ball 
confirmed him in the belief that it was only to the extent to which the adhesions 
gave way that Kelly’s operation was a benefit to the patient. The additional 
ligaments were not imbedded, and were not muscular, and would not contract when 
they relapsed, and to that extent were in the way. He had not discarded the 
pessary altogether, but statistics over a long series of cases showed that they 
succeeded in only 11 per cent., and the time the pessary was worn varied from a year 
to seventeen years. 
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REVIEWS OF RECENT BOOKS. 


Curyicat Opstetrics. By Robert Jardine, M.D., Professor of Midwifery in St. 
Mungo’s College, Glasgow; Physician to the Glasgow Maternity and Women’s 
Hospital, etc. 3rd edition. London: Henry Kimpton. Price 21s. net. 


We have already had the pleasure of reviewing, in the pages of this JourNat, 
the 1903 and 1906 editions of Dr. Jardine’s book, and the publication of this, the 
third edition, after the lapse of three years, is sufficient testimony of the deservedly 
high place the book has taken amongst modern obstetrical literature. 

No hospital in the United Kingdom can compare with the Glasgow Maternity 
Hospital for difficult obstetrical cases; Dr. Jardine has been on its staff for 17 years, 
and has gained an experience which, in variety and extent, has been equalled by few. 
The results of his experience are the foundation of this book. 

The present edition is a handsome volume, well bound, printed, and illustrated. 
The text has been largely revised, and new material has been added cn the subjects, 
amongst others, of Neuritis, Pyelitis, Acute Yellow Atrophy of the Liver, Suppression 
of Urine, Eclampsia, Epilepsy, Pubiotomy and Scopolamine-morphine narcosis. 
The author states, in his preface, that one cr two reviewers of the second edition 
objected to the number of records of cases, whilst others asked for more. He has 
conceded to the latter opinion, for he has added 50 more, and points out to adverse 
critics that the work is one on clinical obstetrics, and that it is impossible to teach 
clinically without cases. 

Amongst the illustrations the colcured plates of the liver in eclampsia and of 
infarction of the cortex of the kidneys are especially good. We are pleased to note 
that, in the photographic reproductions of ferceps delivery, the operator is repre- 
sented in a gown, and not, as in the previous editions, in his everyday clothes with 
his coat sleeves rolled up. 

Since the book deals essentially with the clinical aspect of obstetrics, it is only 
proper that the theoretical aspect should take a secondary place. But what little 
there is should be thoroughly up to date, and we must admit that the author has not 
quite succeeded in this. In the brief discussion on the etiology of eclampsia 
Liepmann’s work is discussed at some length; since the placental theory has been 
discussed at all, it is a pity that the author has stopped at Liepmann’s work, which, 
after all, was published in 1905, and which has since been largely discredited by more 
recent work. In the section dealing with Fetal Syphilis no mention is made of the 
certain diagnosis afforded by an examination of the organs of a macerated foetus for 
the spirocheta pallida. The chapter on Eclampsia is one of the best in the whole 
beok. Dr. Jardine is well satisfied with his method of treatment, for by it the 
death-rate from the disease in the Glasgow Maternity Hospital has been decreased 
50 per cent. ‘The method is based on the assumption that there is a toxic substance 
circulating in the blood. We do not know what the substance is, and therefore 
cannot administer an antidote. Our efforts, therefore, must be limited to freeing 
the system from it as quickly as possible.” The channels through which this is 
accomplished are the skin, the bowels and the kidneys. Dr. Jardine relies chiefly on 
large infusions into the cellular tissue of normal saline solution, combined with 
acetate of soda in drachm doses to the pint. He has found also bleeding 15 to 
29 ounces, followed by the intravenous infusion of saline solution very beneficial. 
For controlling the convulsions he relies on chloroform, chloral and bromides. 


Reviews of Recent Books 79 


Morphia he has entirely discarded, believing that it lessens the excretion of urine, 
and thus counteracts the effect of the infusions. It is his obstetric treatment of 
eclampsia that we consider with the greatest interest, knowing well how great are the 
differences of opinion that exist. Dr. Jardine writes: “Personally, I have had a 
good deal of experience of immediate delivery, but I have got quite as good results 
by leaving the uterus alone. . . . Each case must, of course, be judged on its own 
merits, but, broadly speaking, in cases of convulsions before labour begins, the less 
interference with the uterus the better. In a case occurring early in pregnancy, and 
for the second time, emptying the uterus is called for... . If the fits cannot be 
controlled the uterus should be emptied by accouchement forcé. The patient should 
be put deeply under chloroform to avoid shock. Dilatation may be effected by 
Bossi’s dilator or by free incision. . . . Vaginal Cesarean section has been advocated, 
but it is not a very suitable operation for general practitioners.” 

The greater portion of the chapter is taken up with reports of cases (38 out of 
50 pages). These cases are no doubt taken collectively, of great interest as supporting 
lines of argument or as illustrating methods of treatment. As isolated examples of 
eclampsia they are also interesting, but much less so. We would, therefore, prefer 
to have found them arranged in some logical order, as, for example, cases which 
were fatal and cases which recovered; cases in which the children were born alive 
and cases in which they were dead; cases treated by rapid delivery, and cases in 
which delivery was left to nature; and so on. Very few readers will be willing 
to wade through these 31 cases; sets of tables might with advantage have been 
prepared, so that the reader could see at once the circumstances of the cases, the 
points they illustrated, and the conclusions which could be drawn. 

In the treatment of contracted pelvis, the author is in favour of the induction 
of premature labour, but we do not agree with his limitations as regards the degree 
of pelvic contraction. He writes: “It is questionable if induction should be done in 
pelves below 3 inches” (conjugata vera). We should have put it stronger and have 
said that in no case is it indicated unless the conjugata vera is at least 34 inches, 
and the child is at least 34 weeks old. Dr. Jardine prefers the bougie method, and 
insists that a speculum should be used and the cervix drawn down with a volsellum; 
the passage of a bougie along the fingers in the closed vagina, as is so commonly 
done, is, apart from being much more difficult, unclean. 

The chapter on obstetric operations amply repays reading, especially the sections 
devoted to forceps and Cesarean section. Dr. Jardine has performed pubiotomy 
three times, and has not a high opinion of the operation; he quotes a case in which 
the bladder was injured. Symphysiotomy he has performed 12 times, and his 
experience of the operation has not impressed him favourably; he prefers the open to 
the subcutaneous method. 

The book is the only one of its kind in existance, and is cne that every practitioner 
will find useful—we would almost say indispensable. He will find his own difficult 
cases mirrored here, and will learn how best to treat them. E. H. 


MALFORMATIONS AND CoNGENITAL DISEASES OF THE Fa:tus. By R. Birnbaum, 
Géttingen. With 49 Illustrations and one Radiographic Plate. Pp. 272. 
Berlin : Julius Springer. Price M. 12. 


The author, in his preface, states that whilst single treatises on malformation are 
to be found in text-books, a separate volume has hitherto been wanting. He does 
not claim that his book is an exhaustive treatise, but, whilst studiously making use 
of all the literature bearing on the subject, he has given prominence to the naked-eye 
pathology and to the obstetric side of his theme. The scope of the work does not 
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include (in spite of the title) such subjects as congenital syphilis and other antenatal 
infections nor asphyxia, nor yet anomalies of the foetal membranes and placenta. 
Seven pages are, however, devoted to blood-mole, carneous mole, maceration, mummifi- 
cation, petrification and dwarfism. 

An interesting chapter of thirty pages is devoted to hydrocephalus and obstetric 
injuries to the head. The theories as to the causation of hydrocephalus are discussed ; 
several instances of six or seven hydrocephalic foetuses being born of one mother are 
cited. Treatment is a “thankless” task. The most favourable results have been 
by lumbar puncture. Internal medication by potassium iodide is disappointing ; 
external application, e.g., tincture of iodine, etc., is useless. Birnbaum’s own 
experience with spinal puncture has been without good result, and he speaks 
disparagingly of tapping the lateral ventricles, and compression. In any case, the 
tapping, if employed, must be often repeated. Spinal drainage is mentioned on 
the authority of v. Bergmann, Kocher and others, but it is not discussed. 

In obstetrics the non-recognition of a marked hydrocephalus is as serious an 
error as the non-diagnosis of a transverse lie; it ends in tearing of the lower segment, 
and either peritoneal hemorrhage or septic infection. Spontaneous labour can only 
occur in the lower grades or when the child is dead and macerated, or if the 
hydrocephalus ruptures, a condition which most frequently occurs when there is a 
breech presentation. Eight cases occurring in the Gottingen Clinic are fully recorded, 
and afford interesting reading for the obstetrician. 

Under the heading of head injuries, the special dangers of infection of a cephal- 
hematoma are dwelt on. 

The operation for umbilical hernia is described, and 80 per cent. of cures are 
mentioned in cases operated upon in the first twenty-four hours, and 33 per cent. 
in those operated upon after forty-eight hours from birth. 

There is nothing new under the heading of malformations of the female genitalia, 
this part of the work being copied from Kaufmann’s text-book. 

Fetal gigantism and ascites, hydrothorax and general edema are fully dealt with 
from an obstetric point of view. 

The final chapters deal with the various types of monsters, and their obstetric 
significance is treated in an exhaustive manner. We have confined this review to the 
obstetric side of the book, but it is equally interesting for the surgeon and morbid 
anatomist. - 

It is a most valuable addition to the literature on malformations; the illustrations 
are good, and for the most part original, being taken from preparations in the 
Gynecological Department of the Géttingen University. The printing and paper 
are excellent, and Birnbaum is an easy author to read. 
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